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ABSTRACT OF THE PROJECT

African Americans With Diabetes:
Couples’ Support Program Development Project
by
Zanetta Fern Carlene van Putten
Doctor of Marital and Family Therapy
Loma Linda University, June 2011
Dr. Douglas Huenergardt, Chairperson
Diabetes is reaching epidemic proportions in the United States with a record 25.8
million diagnosed in 2010 compared to 20.8 million in 2005. African Americans have the
highest prevalence of diabetes in the United States. Social support related to medical
conditions has been found effective in increasing treatment adherence. The purpose of
this study is to gain a clearer understanding of diabetes support within African American
couples’ relationships. This study explores the definition of support from the perspective
of African American couples when at least one member has been diagnosed with
diabetes. Couples were recruited from Riverside and San Bernardino counties in
California. Ten couples participated; 9 married, 1 engaged and living together; 1 where
the wife is diabetic, 7 where the man is diabetic, and 2 where both partners are diabetic.
Semi-structured interviews were conducted via telephone using open ended questions. A
grounded theory methodology was employed. Data were analyzed through a symbolic
interaction lens to gain a clearer understanding of the meaning placed on verbal and non
verbal interactions perceived as supportive within the couple dyad. Participant couples
identified behaviors as supportive or non-supportive and shared their experience of
enacting and perceiving support related to diabetes. The four support themes that

xm

emerged from the data were awareness support, relational support, regimen support, and
instrumental support. A step-by-step process was found that describes the unspoken
method of how support is provided among African American couples. This study
provides a framework for relationship oriented interventions for improving support and
self-care behaviors with this population. As a result of this study, a relationally focused
psychoeducation program was developed to improve the quality of partners’ attunement
to each other about diabetes and its management. The Fighting Diabetes 2Gether program
is designed to be a part of a comprehensive program that also includes education on
dietary recommendations, self-care requirements, and knowledge about treatment of
diabetes.

xiv

Chapter 1
Statement of The Problem

In recent years, diabetes treatment from a family systems perspective has become
an important topic. Studies have discussed that the social support provided to diabetics is
an integral part of the overall system of care (Martire, 2005; Trief et ah, 2003). Improper
support can have adverse effects on patients dealing with physical illnesses that require
constant monitoring and care (de Ridder, Schreurs, & Kuijer, 2005; Wang & Fenske,
1996). Other studies indicate that proper support in the areas of diet and exercise have
been positively correlated with increased self-care, treatment adherence, and self-efficacy
(Williams & Bond, 2002; Wang & Fenske, 1996).
Family members were found to be the prime source of expected support among
diabetics (Gleeson-Kreig, Bernal, & Woolley, 2002). Participants noted that the type of
support that they expected to receive from family members most was instrumental
support, providing help with shopping, personal care, and financial assistance (GleesonKreig et ah, 2002). Programs designed to address the emotional needs of diabetics have
focused on providing diabetes education related to treatment adherence and have
historically neglected to address the relational aspects of disease management (Fisher &
Weihs, 2000).
There are many definitions of support provided in the literature (Bloom &
Spiegel, 1984; DiMatteo, 2004; Trief et ah, 2003); however a definition has not been
explored from the African American perspective. African Americans have the highest
prevalence of diabetes in the United States (He, Albright, Black, & Lopez-Payan, 2005;
CDC, 2011) based on the number of diabetics within the African American community as
1

compared to other ethnic groups. Yet, little is known about how the perceptions of
support from each partner’s perspective within this population develop into the enactment
of support.

Background
Incidents of diabetes are reaching epidemic proportions in the United States of
America. According to the Centers for Disease Control and Prevention (CDC, 2011),
25.8 million people in the United States are now affected by Diabetes, which is an
increase from the numbers reported in 2005. CDC reports that in 1958, prevalence of
diagnosed diabetes was 1.6 million or 0.9% of the population. The most current CDC
reports that the prevalence of diabetes as of 2010 was 25.8 million people or 8.3% of the
United States population, broken down as 18.8 million diagnosed and 7.0 million
undiagnosed (CDC, 2011). This shows an increase of 7.4% or 24.2 million cases of
diabetes over the past 22 years. There has been an increase in reported cases of diabetes
of 5 million cases between 2005 and 2010, which is 1.3% of the population (CDC, 2011).
Reasons for the increased prevalence of diabetes include population growth, aging,
urbanization, and an increase in the prevalence of obesity and sedentary lifestyles (Wild,
Roglic, Green, Sicree, & King, 2004).
In the United States, 4.9 million, or 18.7% of all non-Hispanic blacks aged 20
years or older have diabetes. (CDC, 2011).
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Figure 1. Age-Adjusted Incidence of Diagnosed Diabetes per 1,000
Population Aged 18-79 Years, by Race/Ethnicity, United States,
1997-2009 (http://www.cdc.gov/diabetes/statistics/incidence/
fig6.htm)

The most recent information from the CDC (2009) (see Figure 1), demonstrates
the rate of diagnosed diabetes in the United States from 1997 to 2009 broken down by
race/ethnicity and sex. It is indicated that during this 12 year period, African Americans
had the highest rate of diabetes from 1997-2006 among 18-79 year olds, and the second
highest from 2006-2009.
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Figure 2. Age-Specific Percentage of Civilian, Noninstitutionalized
Population with Diagnosed Diabetes, by Age, Race, and Sex, United
States, 2009 (http://www.cdc.gov/diabetes/statistics/prev/national/
fig2004.htm).

In Figure 2, the prevalence of diagnosed diabetes in the United States in 2009
among noninsitutionalized civilians is categorized by race/ethnicity, sex, and age. The
age group with the highest prevalence indicated is ages 65-74 except for with White
males and Asian females. Within this age group, Black males have the highest prevalence
of diagnosed diabetes, 32.6%, followed by Black females, 32.4%, then Asian males,
26.0%. Data were not included for the Hispanic population.
The age group with the second highest prevalence indicated is ages 45-64. Within
this age group, Black females have the highest prevalence of diagnosed diabetes, 18.7%,
followed by Black males, 16.5%, then Caucasian males, 12.2%.
In California, diabetes prevalence increased 2.8% from 4.1 in 1990 to 6.9 in 1998
(Mokdad et al., 2000). According to a study conducted in California using the California
Health Interview Survey, 6.22% of Californians report that they are diabetic. This is
4

based on self-report. African American had the highest prevalence of diabetes in
California in 2005, totaling 10.65 percent or 155,355 cases (He et ah, 2005), with the
majority of diabetics residing in the cities of Compton, South Los Angeles, Rialto, and
Fontana (Jhawar, Mendez-Luck, Yu, Meng, & Wallace, 2005).
Current research indicates that in California 7% of the population has been
diagnosed with diabetes. Of that 7%, 10.1% are African American, demonstrating that
African Americans have the highest prevalence of diagnosed diabetes in California, (He,
Black, Lopez-Payan, Omark, & Schillinger, 2009). Of the total 7.2% of diagnosed
diabetics in San Bernardino County, the highest prevalence is African Americans at
8.3%. For Riverside County, African Americans have the second highest prevalence with
6.4% of the 8.4 % diagnosed diabetics in the county (He et al., 2009).
Diabetes is a public health concern that has resulted in increased healthcare costs.
In 1997, diabetes related health care costs were estimated at 98 billion dollars (Mokdad et
al., 2000). Total direct medical cost was estimated at 92 billion dollars in 2002 (He et al.,
2005). Indirect costs (disability, work loss, premature mortality) were estimated at 40
billion dollars (Centers for Disease Control and Prevention, 2007). The cost to Americans
has increased to $174 billion annually (American Diabetes Association, 2011). In
California, the direct cost of diabetes was estimated at $24,420,000 in 2006 (American
Diabetes Association, 2007).
In conjunction with this increase in diabetes cases, a national focus on glycemic
control has developed. Maintaining glycemic control is the method medically
recommended for diabetics to actively reduce risk of diabetes related complications and
to improve overall health (ADA, 2011). To increase self-care and glycemic control,

5

family and friends of diabetics have employed several methods categorized under
support. Research indicates that support of family and friends toward individuals
diagnosed with diabetes is effective in helping patients comply with testing and treatment
regimens (Toljamo & Hentinen, 2001; Wang & Fenske, 1996). Gleeson-Kreig et
al.,(2002) stated that “Because following recommended treatment guidelines often
necessitates making changes in everyday lifestyle patterns, the social world of a person
living with diabetes becomes an important factor in this process” (p. 215). This may
include changes in diet, schedule, and even daily interaction (Chesla et al., 2003).
Support of family and friends toward individuals diagnosed with diabetes is
effective in helping patients comply with testing and treatment regimens (Toljamo &
Hentinen, 2001; Vijan et al., 2004). Williams & Bond (2002) discussed that the 1997
American Diabetes Association findings of the Diabetes Control and Complications Trial
suggest that the results “provide a compelling argument for focusing on behavior, rather
than metabolic control, as the key outcome of diabetes education and treatment” (p. 127).
This demonstrates that there is a need for research on support with an emphasis on how
support is enacted in relationships. With perceived support, diabetics have been shown to
improve self-care and treatment adherence behaviors (Gleeson-Kreig et al., 2002).
In a study on support and couples with diabetes, Trief et al. (2003) discussed three
categories of behaviors that diabetics identified as helpful in maintaining self-care and
treatment regimens. Behavior categories identified include dietary control and regimen
specific support, general relational support, and reminders. In studies on the sources of
support needed by patients dealing with chronic illness, the authors discussed support
from family members, professional staff, peers, neighbors, and communities (Shaw,

6

Gallant, Riley-Jacome, & Spokane, 2006). The current study explored categories
identified by African American diabetics and their partners as supportive related to selfcare and treatment adherence to understand how this is enacted within the couples’
context.
Although the prevalence of diabetes is indicated within the African American and
Hispanic populations, the majority of studies found were done with primarily Caucasian
participants (Vijan et al., 2004; Trief et al., 2003) and were conducted on individuals
(Williams & Bond, 2002) without framing it in a relational context.
This study examined how social support is defined, perceived, and enacted in
African American couples in which at least one person has been diagnosed with diabetes.
The researcher’s belief about support is that it is transmitted through the use of nonverbal
and verbal communication. However, transmission is not complete until it is received by
the intended recipient. With illnesses that require constant attention (Miller & Davis,
2005), consistent support is an integral part of the treatment process (Vijan et al., 2004).
Diabetes is a chronic illness that requires that patient and their family to make
adjustments and provide care as a collective unit rather than individually (Fisher, 2005).
This study focused on how support is defined, enacted, and perceived within the couple
dyad as it relates to diabetes self-care and treatment adherence.

7

Purpose of Needs Assessment
The purpose of this needs assessment, also referred to as study, is to expand
existing clinical research on couples’ relationship and diabetes treatment adherence by
exploring three areas. First, this study focused on developing a definition of support from
the perspective of African American couples with diabetes. Second, the study explored
how support is enacted within the couple relationship (Gleeson-Kreig et al., 2002) with
relation to self-care and treatment adherence. Third, this study examined perceptions of
enacted support through analysis of dyadic data. The findings of the study are compared
to that of Trief et al., (2003), identifying similarities and differences on the definition and
perception of support based on ethnicity. Recommendations for designing treatment
programs for couples dealing with chronic illnesses requiring continuous management are
provided.
Numerous studies on the effects of family support related to medical conditions
have defined support and then sought to explore how this predefined support affects
treatment outcomes (Karlsen, Idsoe, Hanestad, Murberg, & Bru, 2004; Trief et. al.,
2003). Many studies have explored the familial (Anderson et al., 2002; Chesla et al.,
2003; Karlsen et al., 2004) and couple (Bailey & Kahn, 1993) dimensions of diabetes
management. Others have explored the role of support in patient compliance and
treatment adherence (Darling & Gallagher, 2004; Gleeson-Kreig et al., 2002;
MacPherson, Joseph, & Sullivan, 2004). However, the researcher believes that the
support needed by diabetics to aid in self-care and treatment adherence should be
identified by members of the diabetic population. Understanding the types of social
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support preferred by diabetics can provide useful information on how supportive
behaviors may be perceived (Gleeson-Kreig et al., 2002).

Objectives
This study involved multiple objectives aimed at increasing the knowledge of
supportive interactions among African American couples in which at least one person has
been diagnosed with diabetes. The first objective of this study was to explore the
meaning of support associated with diabetes from the African American perspective. To
achieve this, African American couples in which at least one member has been diagnosed
with diabetes were recruited to participate in this study. This information was compared
to the findings of Trief et al., (2003) and findings are discussed in the results chapter. The
second objective of this study was to explore how support is enacted or how it is played
out in the couples’ relationship. How is support conveyed from one person to another? Is
it through behavior? Spoken words? A combination of the two? Using grounded theory
methodology, the researcher developed a theory of how support is enacted within the
couple relationship. Tied in with the second objective, the third objective was to gain an
understanding of how this enacted support is perceived by the partner who is to be the
recipient of the support. A symbolic interaction lens was used to focus on the meanings
placed on the interactions defined as support by the couples and to explore how the
meanings are transmitted from one partner to the other. “Language is a prominent
example of human symbolization . . . One thing can stand for, or mean another. In
addition, people act on the basis of subjective meaning, or their interpretation, of their
physical and social environments” (Rauch & Kneen, 1989, p. 51). The meaning placed on

9

support by each partner informs the behaviors and interactions used to convey and
receive support within the couple relationship.

Rationale
Research indicates that support of diabetics in the areas of diet and exercise
increases the level of treatment adherence and promotes self-efficacy (Williams & Bond,
2002). The current study extends the current research on diabetes by focusing on defining
support from the perspectives of couples within the African American culture facing the
challenges of diabetes. The literature on support does not adequately define support
related to diabetes self-care from the perspectives of the diabetics and their spouses. A
clearer understanding of support from the perspective of this population can aid in the
development of treatment programs specifically focused on working with the relational
aspects of chronic illnesses. Effective social support has been linked to improved selfcare and treatment adherence (Williams & Bond, 2002) which leads to improved
glycemic control (Toljamo & Hentinen, 2001). Therefore, this study provides data that
may be utilized in development of relational treatment programs for African American
couples with diabetes.
Social support involves more than statements and actions by the one providing the
support. It includes the perception of the one to receive the support (Gleeson-Kreig et al.,
2002) as well as the perception of his or her spouse giving the support (Martire, 2005).
Toljamo & Hentinen (2001) discuss the need for more research on perceived support and
the relationship with self-care and treatment adherence. This perception has not been
explored focusing on the African American population, who has the highest prevalence
(CDC, 2011).
10

Within the African American culture, there are experiences that are unique based
upon the cultural history. As a group, African Americans have experienced a history of
discrimination that may have resulted in a lack of trust, relationship challenges, and
increased health risks (Guyll, Cutrona, Burzette, & Russell, 2010). This warrants this
group being studied independently from others, since these past experiences influence
current perceptions and behaviors. Understanding support from the perspective of
African Americans can provide service providers with information that may aid them in
designing effective diabetes treatment programs that include family members in the
treatment of illnesses requiring continuous management.
Research has mostly focused on individuals, with the majority of participants
being “middle aged, well-educated White females living in Urban and Suburban areas
[sic]” (Utz et al., 2006, p. 196). The population of African American couples is largely
underrepresented in the diabetes literature. Although the couple dyad has been studied in
the area of healthcare related support, the perception of the spouse and the effect on the
spouse of the diagnosed has not adequately been explored (Martire, 2005).
There is a scarcity of research in the area of the effect of spousal support on selfcare and treatment adherence related to disease management (de Ridder et al., 2005). The
authors mentioned that more research is needed to understand the link between spousal
supportive behaviors/interactions and self-care behaviors (de Ridder et al., 2005). The
current study takes the research one step closer to understanding this connection,
specifically within the African American population.

11

The following logic model, Figure 3, demonstrates the need for studies of African
Americans with diabetes. This model is to make the literature along with the data
presented in Figure 2 more visible.

People diagnosed with diabetes
need support from family and
friends

I
Diabetes in the United States
25.8 million (as of 2010)
18.8 million diagnosed
7.0 million undiagnosed

African Americans have the
highest prevalence of diabetes
in the United States

Family foundation is
the couple dyad

I

i

Effective support leads to
improved self-care and diabetes
related coping

Improved self-care will lead to
——■ better treatment adherence and
glycemic control

Figure 3. Diabetes Logic Model

Definition of Terms
There are various definitions for the constructs used in this study. Below,
definitions are discussed and the way that each term was applied to this study is
presented.
Support. This study explored the definition of support from the perspective of
the diabetics and their spouses/partners. In a previous study, Trief et al., (2003), identified

12

the definitions of support as “spouse participation in the diabetes-related intervention”
stating that other studies defined it this way. Miller and Davis (2005), defined support as
“the assistance and protection given to others, especially individuals” (p. 157).
Charmaz, (2006) stated, “If you wish to explore drinking among people with
disabilities, then you must start with at least a provisional definition stating what the term
‘disability’ will cover” (p. 100). She mentioned that even when striving to define and
understand phenomena, the researcher should begin with an initial definition of a term
with an understanding that this definition might change as the study unfolds. For this
study, the provisional definition of support is interactions including gestures, words, and
behaviors that assist diabetics in maintaining their ability to manage the illness from their
perspective.
Diabetes. The American Diabetes Association defines diabetes as “a disease in
which the body does not produce or properly use insulin” (American Diabetes
Association, 2004).
Glycemic control. Glycemic control is the method used by diabetics to reduce
risk of diabetes related complications and to improve overall health (ADA, 2004).
Self-care /treatment adherence. Self-care is defined as “the personal care that
individuals require each day to regulate their own functioning and development” (Orem,
2001, p. 20). Treatment adherence is a component of self-care, as it is a means to doing
as prescribed for a desired medical outcome.
Self-efficacy. For this study, self-efficacy is defined as the internal perception or
belief that one can produce desired results and avert undesirable results by their

13

behaviors, actions, and interactions (Bandura, 1977) appropriate to the demands of a
specific situation (Williams & Bond, 2002).
Enactment. Webster’s Revised Unabridged Dictionary (Enact, 2008) defines
enact as “To act; to perform; to do; to effect. [Obs.]. The king enacts more wonders than
a man. -Shak. ... To act the part of; to represent; to play. I did enact Julius Caesar.
Shak.” For the present study, enactment is defined as any verbal expression or physical
gesture used to convey meaning to another.

Contribution To The Field
Current research indicates that non-supportive expressions by family members
toward individuals with chronic medical conditions results in low levels of motivation
(Toljamo & Hentinen, 2001), and poor disease management (Weihs, Fisher, & Baird,
2002). The current study extends the research in the field by exploring support as a
relational phenomenon that may affect medical treatment outcomes. Snoek and Skinner
(2002) recommend that diabetes treatment address both the medical and psychosocial
needs of diabetics and include a family component.
The current study takes a systemic approach in exploring the enactment of support
and the meaning placed on these exchanges by using circular questioning to understand
the relational nuances of support. Type II diabetes has mostly been explored from an
individual perspective (Chesla et ah, 2003). This has created the need for more research
on the relational aspects of disease management as it relates to support.
The results of this study provide information from a systemic perspective to aid in
the development of therapeutic interventions for the treatment of those couples managing
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chronic illnesses that require lifestyle changes and rigorous management. Focusing on
providing psychosocial services to individuals with chronic illnesses by including family
members in this process is more effectual than working with the individual alone
(Martire, 2005). The results of this study can be used in the development of systemic
programs specifically for working with African American couples dealing with chronic
illness.
Campbell (2002) discusses how Marriage and Family Therapists (MFTs)
contribute a unique systemic perspective to multi-disciplinary treatment teams. In a study
of diabetics in the military on base in Flawaii, those who utilize the services of a
multidisciplinary team demonstrated lower glycosylated hemoglobin Ajc (HbAic) levels
than those who did not (Earles et al., 2001). Based on the current study, recommendations
for systemic interventions for working with African American couples facing the
challenges of diabetes are made. This is an area that is not represented in the literature.
Diabetes related education programs have traditionally focused on providing
treatment related information to the patient. However, programs that provide disease
related information to family members could change their attitudes and supportive
behaviors toward the diabetic (Martire, 2005). Information on how support is perceived
and enacted may provide key information in the development of family diabetes
education programs.
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Chapter 2
Symbolic Meaning of Support

In the current study, the meaning given to both the verbal and non-verbal
expressions of support was explored. To gain a better understanding of this, the data were
viewed through a symbolic interaction lens.

Symbolic Interaction
Symbolic interaction is at the root of social construction ideas. Social construction
purports that reality is socially constructed through interaction (Berger & Luckman,
1966). This is based on the idea that people do not exist in isolation, but in relationship.
John Donne (1839) wrote “. . . No man is an island, entire of itself. . .” (Donne & Alford,
p. 575). Symbolic interaction looks at what meaning that reality holds, what symbols
people apply to the meaning, and how the meaning shapes behavior (Rank & LeCroy,
1983).
Symbolic interaction seeks to explore views, experiences, and actions from the
perspective of the study participants (Charmaz, 2006). The symbolic interaction paradigm
dictates how the researcher interacts with the subjects and the data. According to Babbie
(2004), it is important for the researcher to take on the role of ‘other’ when researching
the interaction of individuals. For this study, the researcher functioned as an interested
other seeking to understand the meaning of support as perceived by African American
diabetics and their partners.
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Symbolic interaction holds seven assumptions based on three overarching themes
(La Rossa & Reitzes, 1993). The assumptions are discussed later in this section. The first
theme focuses on meaning as it relates to human behavior. The second theme explores
the development of self-concept, which is believed to develop over time and serves as the
basis for motivation behind behavior. The third theme examines the evolution of society
at large and the influence that it has over the smaller groups within it. Interaction is
perceived as the process through which societal structure is developed (LaRossa &
Reitzes, 1993).

Theoretical Application
In the case of support, the meanings placed on the behaviors by both the diabetic
and his or her spouse determines if the supportive meaning is conveyed or received. This
idea is based on the belief that a person’s interpretation of reality has a direct influence on
his or her behavior (Lynch & McConatha, 2006). The meaning that a person places on
anything informs the language is chosen to convey it to others. If this meaning is not
transmitted accurately, there is a breakdown in communication, and potentially a
miscommunication yielding undesirable results (Neufeld & Harrison, 2003).
Symbolic interaction paradigm has traditionally been utilized in sociological
studies. However, some researchers have applied this lens to the study of meaning
involved in the treatment of medical conditions such as cancer (Crooks, 1998), multiple
sclerosis (Rehm & Catanzaro, 1998), and heart disease (Rauch & Kneen, 1989).
In the case of heart disease, the authors used symbolic interaction to explore the
metaphor behind the meaning of the heart received during the heart transplant (Rauch &
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Kneen, 1989). They discussed that the heart represents more than an internal organ.
People have described themselves as warm hearted, soft-hearted, having heart, etc. In the
case of the heart transplant, the old heart that caused pain is removed. The patient grieves
the loss of the missing organ. Deeper than the loss of the organ is the loss of or change in
self. Another dimension involved in the transplant experience is the receipt of the donor
heart. The donor heart represents the death of another person for whom the heart had
meaning, but that meaning was not conveyed from the donor to the recipient. The
recipient may also experience internal conflict relating to the “psychological integration
of the new heart” (Rauch & Kneen, 1989, p. 54).
Figueroa (2008), explored the use of symbolic interaction with “African
American families susceptible to stress resulting from alcohol and substance abuse” (p.
37). She stated that within the African American culture, spiritual expression has played
an integral part in their family life throughout history. In this study, the author found that
the meanings that developed for individuals surrounding substance abuse and spirituality,
independently, developed starting at infancy and continued, later developing the added
component of expectation. Using this, Figueroa (2008) developed a process whereby
using symbolic interaction, nurses can facilitate the expression of the meaning that
alcohol and substance abuse hold in the family, highlighting the expectations that
developed out of these meanings.
Neufeld and Harrison, (2003), explored how expectations were used as a basis for
the participant’s appraisal of support in their relationships. Using symbolic interaction,
the authors analyzed in-depth qualitative interviews, specifically looking at how social
interactions form the basis of meaning and expectations. They found that when
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expectations were unmet, the caregivers perceived their interactions as non-supportive
(Neufeld & Harrison, 2003).
As previously stated, symbolic interaction is based on three themes: meaning as
behavior, self-concept and motivation, and societal influence (La Rossa & Reitzes, 1993).
The current study explored the first theme, as it is the most applicable to what the
researcher sought to understand, thus focusing on three of the seven assumptions. This
theme has in its center the meaning placed on behavior. The first assumption under this
theme purports that “Human beings act toward things on the basis of the meanings that
things have for them” (La Rossa & Reitzes, 1993, p. 143). From this assumption, the
researcher sought to understand the meaning placed on behaviors and interactions that
participants reported as supportive or non-supportive. More specifically, the definition of
support from the perspective of diabetics and their partners was the primary focus of this
study.
The second assumption is that “meaning arises in the process of interaction
between people” (La Rossa & Reitzes, 1993, p. 143). How does each member of the
couple enact the process of support based on his or her definition of support? It is through
this interaction that the meaning is further developed.
The third assumption that this study explored is “meanings are handled in and
modified through an interpretive process used by the person in dealing with things he or
she encounters” (La Rossa & Reitzes, 1993, p. 143). This assumption draws the focus on
perception of the action of support. Is the expression of support received as intended by
the target of the support?
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To explain the applicability of these three assumptions further; friends and family
members of those with chronic illnesses requiring daily attention enact behaviors that
they believe show support to the patient (Karlsen et al., 2004). The meaning they place on
the behavior is support. As individuals develop meaning through interaction, and this
meaning informs behaviors (Rank & LeCroy, 1983), the behaviors then lead to the
development of meaning by people who experience the behaviors.
An example of the development of meaning through social interaction in the
context of couples and diabetes is: A wife has the goal of improving her husband’s selfcare behavior, and places his testing supplies on the bathroom counter next to his
aftershave. The husband sees the supplies and tests himself before breakfast. The wife
notices this and believes that her supportive gesture was received and perceived as
supportive. She continues to set his supplies out before meals, as recommended by his
physician. Her husband feels supported by this and continues to test before meals. The
couple never discusses this, but the meaning of support has developed for them through
these interactions.
In addition to exploring meaning, symbolic interaction looks at how this meaning
informs behavior (La Rossa & Reitzes, 1993). What behaviors are enacted under the
perception of giving support? What behaviors are preferred by those desiring to receive
support?
The researcher believes that support is a reciprocal process in which one
individual attempts to convey support to another through verbal and non-verbal
communications. This exchange is completed when the recipient perceives this
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expression as support, thus feeling supported. “Meaning organizes attention, perception,
interpretation, and action” (Rauch & Kneen, 1989, p. 51).
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Chapter 3
Review of Support Literature

People diagnosed with medical conditions that require frequent attention and
constant monitoring have been found to benefit from social support (Gleeson-Kreig et al.,
2002). In this chapter, literature on support relating to medical conditions is explored and
provides a basis for the applicability of the needs assessment and the subsequent program
module.
Research indicates that family support can have an effect on outcomes relating to
medical conditions (Campbell, 2002; Chlebowy, Hood, & LeJoi, 2010). The effect of
support on health can be either positive or negative depending on the type and
consistency of the support provided (Cohen & Syme, 1985). Current research on this is
presented later in this chapter.
Support is a construct that has been defined in varying ways across disciplines. It
has been defined in psychology as resources provided by other persons (Cohen & Syme,
1985), in sociology as availability to provide help for those in need (Francis, 2007), and
in social work as the “informal social participation that occurs as part of natural social
interactions” (Bertera, 2003, p. 34). Research has been driven by the differing definitions,
and results indicated that social support is still an important factor in health related
outcomes (Wells & Anderson, 2011).
To create a working definition of support, Cohen & Syme (1985), developed a
four category description of types of support; material, emotional, informational, and
sense of belonging. It is important to identify types of support in order to gain a clearer
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understanding of this construct and to develop effective program interventions for
support (Cohen & Syme, 1985).
Langford, Bowsher, Maloney, & Lillis (1997) explored support in the literature
and found that the most widely used categories of support are emotional (e.g. providing
empathy, caring, love, and trust), instrumental (e.g. aid in kind, money, labor, time, and
modifying environment), informational (e.g. advice, include suggestions, directives, and
information) and appraisal (e.g. affirmation feedback, and social comparison) (Langford
et al., 1997). For an individual with poor glycemic control to establish and maintain
recommended blood sugar levels, it is recommended that support be provided in all four
categories (Langford et al., 1997).
Campbell (2002) identified emotional support provided by family members as the
most important type of support. Emotional support is expressed through demonstrating
empathy, care, concern, and by being present to listen to the needs of others (Campbell,
2002). Of the categories of support, emotional support has the strongest influence on
health related outcomes (Kiecolt-Glasser & Newton, 2001).
In addition to the dimensions above, there are several areas of foci of the support
that are intrinsically different. Pierce, Saranson, Saranson, & Joseph, (1996) stated,
“One’s perceptions of support are not independent of the supportive transactions that give
rise to them, and so such an emphasis on one piece of the support equation may direct
attention away from other important elements involved in social support process (p.4).”
These areas include support relating to self care, self-care/treatment adherence, and selfefficacy. These areas are explored later in this chapter.
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Support From A Cultural Perspective
Support provided for those with diabetes has been studied from numerous cultural
perspectives to gain a clearer understanding of how support is enacted across cultures and
the impact it has on treatment adherence and self-care behaviors. These studies have
found differing perceptions of support based on the experiences of the populations
studied.
In a study conducted in Northern Finland in which 213 adults with insulin-treated
diabetes participated, the authors concluded that improvements in adherence and self-care
behaviors was directly associated with emotional and instrumental support provided by
family and friends (Taljamo & Hentinen, 2001). The authors further identified emotional
and instrumental support as being linked to better treatment adherence to self-care.
Within the Hispanic population, researchers found that the number one expected source
of support identified by the participants was familial support (Gleeson-Kreig et al., 2002).
In cross sectional survey design study on the role of social support among
Hispanic diabetics, results indicated no relationship between social support and diabetes
management (Gleeson-Kreig et al., 2002). The researcher attributed this to challenges on
measuring support. “High family coherence predicts positive disease management
changes over time for [European Americans] but negative disease management for
Latinos” (Chesla et al, 2003, p. 385). Family coherence is defined as “a 13-item scale that
assesses the degree to which the family views the world as understandable, meaningful,
and manageable”, Ransom et al, (1992), (as cited in Chesla et al., 2003, p. 380).
Among Norwegians with type I and type II diabetes, “perception of support from
the family was significantly associated with diabetes-related coping” (Karlsen et al.,
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2004, p. 66). Problem-focused coping styles were more frequently used by respondents
who also reported receiving more support from family (Karlsen et al., 2004).
Bertera (2003) conducted a quantitative study analyzing diabetes awareness,
diagnosis, and social support among a culturally diverse group of participants consisting
of Mexican Americans (2.3 percent), African Americans (8.5 percent), other Hispanics
(3.1 percent), and Caucasians (86.1 percent). She found that racial and ethnic differences
may influence severity of diabetes and diabetic complications. The findings of Darling
and Gallager (2004), might begin to explain some of the variance found in Bertera’s
study.
For her study, Bertera defined support “as informal social participation that occurs
as part of natural social interaction” (Bertera, 2003, p. 34). This definition was applicable
to this study, but does not adequately represent the subtle nuances of support that may be
expressed or perceived by diabetic individuals or their spouse. At times, a spouse may
demonstrate by choosing to put their spouse’s needs ahead of their own wants. This
might not be captured in Bertera’s (2003) definition as it leaves out concepts of
motivation and emotion.
In a quantitative study comparing the self-reported needs and sources of support
of African American and European American caregivers of young children with
disabilities who are living in urban and rural areas, the authors found significant
differences among the reported needs, based on race and levels of experienced support
based on location (Darling & Gallagher, 2004). “African American and European
American caregivers differed significantly regarding family needs, whereas urban and
rural caregivers differed significantly on the overall level of support they reported” (p.
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98). This raises the question of if race affects perception of support needs whereas
location affects provision of support. This study does not include exploration of support
related to the couple dyad. However, it adds to the understanding of support through a
comparative analysis of sources of support between African American and European
American populations.
Shaw et al. (2006), studied sources of support for diabetics in urban and rural
areas. Using the Chronic Illness Resources Survey, the researchers explored the sources
of support that increased self-care behaviors of those in urban, rural, and underserved
communities. The study included 104 urban and 104 rural diabetics living in New York.
The urban sample consisted of 79.80% non-white and the rural sample consisted of
92.3% white participants. Results indicated that “support for diabetes self-care was
stronger among the urban respondents than the rural respondents” (Shaw et al., 2006, p.
406). Within the urban community, the source of support reported most often was the
community, with the neighborhood second and family and friends third. The rural sample
reported primarily receiving support from their neighborhood with family and friends
second, and community third. This might be explained by the fact that in rural
communities, the isolation created by geographical distance creates a situation where
neighbors might not be able to provide consistent, hands on support, whereas urban
communities allow for closer proximity and opportunities for support.
Organizational support, described as being provided by local churches and
community centers (Shaw et al., 2006), was reported as providing the least amount of
support related to self-care. This may be due to infrequent and intermittent delivery of
support.
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Although all of the studies mentioned contribute to the literature on support
related to chronic illness, they fall short of providing a theory that describes the support
process. It is still unclear how support occurs in a relational context. Trief et al. (2003)
explored the definition of support from the participants’ perspective. In this study,
support appears to have been operationalized as helping in the interview questions;
example: “What does your spouse say or do to help you manage diabetes?” (p. 59). The
word help was used in eight of the 12 questions asked in this study. This left limited room
for the participants to define support as anything other than helping. A critique of this
difference will be discussed later in this section.
Trief et al. (2003) sought to gain a clearer understanding of how couple support
relating to the management of diabetes from the perspective of couples dealing with
diabetes. Participants, recruited from the Joslin Diabetes Center in Syracuse, New York,
engaged in in-depth qualitative interviews via telephone. The sample consisted of 40
individuals and 32 spouses. The majority (55%) of participants were diagnosed with type
2 diabetes with an average of 19 years since diagnosis. The sample was predominantly
Caucasian (96%) and 58% were female.
Participants described helpful behaviors such as dietary control and regimen
specific support, general relational support, and reminders (Trief et al., 2003). Non
helpful behaviors described were nagging, problems with diet management, and poor
communication. Interactions during low blood sugar were considered to be a distinct
issue due to the patient’s inability to manage emotional reactivity and adequate
communication. Partners mentioned having difficulty helping during hypoglycemic
episodes. A participant stated, “I woke up, went into the shower and came out and I
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generally check her blood sugar for her before I come down and have breakfast. Well,
she is laying there in a cold sweat and she has a 36 blood sugar. I get aggravated because
I am on a tight schedule [and now] I’ve got to feed her something” (Trief et al., 2003, p.
64). This demonstrates the uniqueness of interactions during hypoglycemic episodes.
Although helpful behaviors and non-helpful behaviors relating to the management
of diabetes have been identified by Trief et al., (2003), the sample was primarily
Caucasian and the list might not reflect the experience of African American diabetics.
Diabetes, when compared to other illnesses, demonstrates a marked racial/ethnic
variation (Karter, 2003). Due to the qualitative cultural differences between Caucasians
and African Americans, based on cultural experiences previously mentioned (Guyll et al
2010), the findings from this study may not be generalizable to this population and
should be explored further.
Support and helping are not perceived as synonymous with African American
women diagnosed with type II diabetes (Carter-Edwards, Skelly, Spence Cagle, & Appel,
2004). Participants distinguished between the two concepts by identifying help as
providing physical assistance such as housework, and support as emotional understanding
of diabetes requirements and assisting without being asked (Carter-Edwards et al., 2004).
Based on this difference, seeking a clearer understanding of support from the perspective
of African American diabetics should examine help and support as separate, but not
independent, constructs. It also raises the question of how people from other cultures
would define help and support related to diabetes. Trief et al., (2003), operationalized
support as helping in a study seeking to describe support, it is unclear from the results if
participants responded based on the word helping or if responses would have changed if
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the word support were used. However, participants identified the same behavioral
expressions as helpful as the African American women in Carter-Edwards et ah, (2004)
study described as supportive.
Support has been linked to health related outcomes (Kiecolt-Glasser, & Newton,
2001). To gain a clearer understanding of the potential link between levels of support and
health (Westaway, Seager, Rheeder, & Van Zyl, 2005), some have studied the effect of
support on self-care and (Toljamo & Hentinen, 2001; Williams & Bond, 2002), selfefficacy (Raggi, Leonard!, Mantegazza, Casale, & Fioravanti, 2010), and treatment
adherence behaviors (Miller & Davis, 2005). Social support, levels of optimism, and selfefficacy predict physical and emotional well-being (Hochhausen, Altmaier, McQuellon,
Davies, Papadopolous, Carter, & Henslee-Downey, 2007). Self-efficacy is also a
predictor of self-care related to diabetes (Depalma, Hewlett, & Boydston, 2007).

Support Relating to Self-Care
Self-care is a term that comes from the medical tradition, specifically, nursing.
Self-care is defined as “the personal care that individuals require each day to regulate
their own functioning and development” (Orem, 2001, p. 20). Orem discusses that selfcare is performed by an individual for that individual, with the goal of maintaining health
and well-being. Yet, self-care is not accomplished in isolation. It is “an active,
responsible and flexible process ... in which the patient [client] works to maintain their
[sic] health in close collaboration with healthcare staff, instead of simply following rules
that are prescribed” Hentinen, 1987 (as cited in Toljamo & Hentinen, 2001).
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Being diagnosed with an illness adds a new dynamic to any couple’s relationship.
When a spouse or partner is diagnosed with an illness, conflicting reactions that may
develop include “first, feelings of fear and aversion and second, beliefs that appropriate
behavior toward a victim maintaining a cheerful, optimistic fa9ade” (Dakof & Taylor, p.
80, 1990). These negative feelings may hinder one’s ability or desire to engage in selfcare behaviors, while being incongruent with one’s feelings about their partner’s illness
reduces relationship satisfaction for both diabetics and their partners (Schokker, Stuive,
Bouma, Keers, Links, Wolffenbuttel, Sanderman, & Hagedoom, 2010).
Another approach to adjusting to the change of diabetes in a relationship is
becoming attuned to ones partner. This process begins with being attuned to one’s self,
paying attention to what or who is around us in relation to self (Siegel, 2007). This
awareness of self then becomes an awareness of other in which the ability to attune to
non-verbal cues and expressions is enhanced, thus deepening ones expression of empathy
toward another. More than empathy alone, as attunement occurs and each experiences
‘feeling felt’ by the other, a deeper relational connection can emerge (Siegel, 2007).
Siegel further mentions that this process is also biological, in that oxytocin is released
which is a hormone connected with feeling connected (2007). Thus, each partner’s
expressions become more congruent with their inner emotions and the expressions of
support can be genuine and bring the individuals closer together relationally.
Family and other social support has been explored along with the potential effect
it may have on management of an illness. While family support is effective, interventions
designed to increase support from family and friends of diabetics have yielded
inconsistent results (Rosland et al., 2008). Support from other diabetics was shown to
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have a negative effect on blood glucose levels when compared to those who did not
receive peer support (Toljamo & Hentinen, 2001). Chlebowy, Hood, and LeJoie (2010)
later found that within the African American population, peer support was identified as a
way to improve illness coping, gain knowledge, and exchange information related to
diabetes management.
Chlebowy and Garvin (2006), explored the connection between social support and
self care with Caucasians and African Americans and found no significant relationships
between social support and self-care behaviors or with glycemic control. This is different
than the findings of Williams and Bond (2002), where social support and exercise self
care were positively correlated. In the same study, diet specific family support was also
positively associated with improved dietary treatment adherence (Williams & Bond,
2002).

In a quantitative study of perceptions of support and coping with adults with type
1 and 2 diabetes, the authors concluded that supportive and non supportive behaviors
from family members correlated with a high level of significance to diabetes related
coping (Karlsen et al., 2004). This study did not explore specific behaviors perceived as
support. In the area of emotional oriented coping, non-supportive behavior of family
members yielded a strong positive correlation. Glucose monitoring behaviors have been
strongly associated with support provided by family and friends (Rosland et al., 2008).
Specifically, the couple relationship is considered to be the most influential source of
support related to health outcomes (Campbell, 2002).
Among African American couples managing type II diabetes, family support is a
vital part of the self-management process (Chlebowy, Hood, & LaJoie, 2010). The main
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area of self-management mentioned by study participants was the area of medication
regimen characterized by hands on medication administration or providing reminders to
prompt self management (Chlebowy et al., 2010).
African American women with diabetes reported being annoyed when family
members provide instruction by treating them like children (Carter-Edwards et al., 2004).
When family members may provide support that is perceived as nagging and criticizing
(negative support), the diabetic may use denial and avoidance as a means of coping
(Karlsen et al., 2004) and find these expressions as not helpful (Trief et al., 2003).

Self-efficacy
Self-efficacy, as it relates to medical conditions, is a person’s belief in his or her
own ability to do what is necessary to follow treatment regimens and to make healthy
decisions (Raggi et al., 2010). Specific to illness, peoples’ belief that they can focus on
their health and change behaviors to manage their own care speaks to their level of
motivation and desire to incorporate new behaviors (Bandura, 1997). If they do not
believe they can have a positive impact on their illness, they do not attempt to make the
necessary changes. If they make an attempt to enact behavioral changes, and they don’t
see the desired results in the time that they would like to see results, they give up and are
no longer motivated to make further attempts (Bandura, 1997).
Chlebowy et al. (2010) found education to be a significant predictor of selfefficacy, while age, race, and gender were not. In the areas of diet related behavioral
strategies (Nothwehr, 2008), exercise, and blood glucose testing, self-efficacy has been
positively linked with self-care (Williams & Bond, 2002). With African American and
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Hispanic diabetics, support from family and friends demonstrated a positive association
with testing and diet regimens (Rosland et al., 2008). Self-efficacy was also associated
with these behaviors, raising the question of if support from family and friends affects
self-efficacy. More exploration is recommended in these areas.
Self efficacy is independent to the expected outcomes. Bandura (1977) defines
outcome expectancy as “a person’s estimate that a given behavior will lead to certain
outcomes” (p. 193). The distinction between the concepts of outcome expectancy and
efficacy is that a person can believe that a behavior will have a certain outcome (outcome
expectancy), but be unsure of his or her ability to carry out the behavior (efficacy).
Knowledge alone does not automatically yield behavior (Bandura, 1977).
Raggi et al., (2010) found a relationship between self-efficacy and support in
connection to mental health outcomes. This study examined the relationship between
social support and self-efficacy with patients with myasthenia gravis and explored if there
were improved health outcomes. Men and people living with a partner reported higher
levels of self-efficacy than women and those living without a partner (Raggi et al., 2010).
African Americans diagnosed with end stage renal disease have been found to
have high levels of self-efficacy and social support (Wells & Anderson, 2011). Drawing
from strong intergenerational family togetherness (Waites, 2009), African Americans
find social support from multiple generations within their families and their communities
(Wells & Anderson, 2011). However, for African American women with diabetes, they
expressed their perception that family members and other social networks lack
understanding about the demands of the illness and do not provide the support that is
desired (Carter-Edwards et al., 2004).
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Self-efficacy is also affected by spousal interaction. In cases where self-care is
present, “spouse positive behaviors were related to better patient self-care behaviors, and
spouse negative behaviors were related to lower levels of patient self-efficacy” (Fung, K.,
2009, p. 2).
Knowledge about illness, more so than fear about consequences, can increase
self-efficacy (Bandura, 1997). It is recommended that treatment modalities include
addressing issues of self-blame related to perceived self-responsibility which can effect
self-efficacy and coping behaviors (Bertera, 2003). This might be alleviated if
responsibility for the illness were to shift from the individual to the couple (Acitelli &
Badr, 2005).

Challenges to Support
There are many challenges to support. At times, support that is needed is not
provided or the type that is provided does not match the desire or need of the diabetic
(Carter-Edwards et al., 2004). Support related to chronic illness is fluid, not constant, and
deteriorates over time (lida, Parris Stephens, Rook, Franks, & Salem, 2010). This can
pose a challenge for diabetics, as it is an illness that is chronic and requires consistent
management. Another challenge is that support may not be provided if the spouse does
not perceive a level of severity of symptoms that requires support (Martire et al., 2006).
This may be further complicated if the patient’s report of symptoms differs from the
perception of symptoms by the spouse (Martire et al., 2006).
Diabetic’s mood effects their spouse’s provision of support. lida et al., (2010),
found that when diabetic’s expression of negative emotions is elevated, spouses increase
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support. Mood also affects glucose (Skaff et al., 2009). This raises the question of a
possible link between support and glucose as mediated by mood. More research is needed
in this area.
In the 2005 study by de Ridder et al., the authors found that some spousal
behaviors that are intended to be supportive may not be perceived as support, such as
protective buffering. This was mediated by patient’s level of insecurity, in that if they
were insecure, buffering increased their insecurity, while if they were secure, they
appeared to benefit from the expression of support through protective buffering (de
Ridder et al., 2005).
Improper or ineffective support could reduce disease related coping (Karlsen et
al., 2004). Ineffective support or the feeling of having unmet support expectations can
lead to negative interactions with others due to issues spilling over from other areas, and
even placing self as not deserving to be the priority for family supporters (Neufeld &
Harrison, 2003). Negative perceptions of support can lead the diabetic experiencing
denial about his or her illness and avoiding self-care behaviors (Karlsen et al., 2004)
which could lead to complications, even death (Young, Lin, Von Korff, Simon,
Ciechanowski, Ludman, Everson-Stewart, Kinder, Oliver, Boyko, & Katon, 2008).
Poor health advice provided by family members leads to poor self-care behaviors
by African American adult female diabetics (Carter-Edwards et al., 2004). This occurs
even when the women are aware that the advice they are receiving is poor. (CarterEdwards et al., (2004) mentioned, “Even with the knowledge that they were receiving
poor advice, many women continue to engage in inappropriate health behaviors whether
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to appease their family members or to demonstrate that they were strong and in control”
(p. 497). It is unclear if self-efficacy is also affected by poor health related advice.
Couples reported that support from medical professionals, spouse, and other direct
illness challenges such as symptoms, age, and personal responsibilities affected the
burden of receiving the diagnosis of diabetes (Sabone, 2008). Some couples experienced
the diagnosis as both an individual illness and an illness of the couple (Sabonne, 2008).
Concern of the spouse’s response to the diagnosis contributed to the illness
burden. Some participants feared that their spouse might not accept them after learning
that they now have diabetes (Sabone, 2008), an illness that requires lifestyle changes and
could result in loss of vision, limbs, or even life (ADA, 2011).
Although faced with the challenges of managing their own diabetes, African
American women found it difficult to focus or prioritize their illness and need for selfcare above the needs of their family (Carter-Edwards et al., 2004). This added to their
stress and additional pressure for them to maintain their role as caregiver while pushing
their own needs aside (Carter-Edwards et al., 2004).

Illness Discourse
People use discourses to express and understand their experience (Dale &
Altshuler, 1999). This is not a one-way process, but more reciprocal in nature; example:
discourse as expression (Dale & Altshuler, 1999), discourse as a directive of what is
considered to be an acceptable behavioral response in a given situation (Knudson-Martin
& Huenergardt, 2010). Thus discourses have a strong influence on behavior. Often times,
these discourses function outside of the awareness of the individuals (Carey, Walther, &
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Russell, 2009). In the case of illness, people receive messages that may impact how they
care for themselves, or as the partner of the one diagnosed, care for others. This should be
explored further.
The overall illness discourse includes messages of ‘don’t be a burden on others’
(Sabone, 2008), ‘don’t ask for help,’ and ‘don’t neglect your usual duties and continue to
fulfill your role in the family’ (Carter-Edwards et al., 2004). The person with the
diagnosis is sometimes perceived as bringing down the relationship (Gilad, Lavee, &
Innes-Kennig, 2009).

Gender
Many variables affect outcomes for diabetic’s level of self-care behaviors. Within
the couple relationship, men and women respond differently to their partner’s diabetes. In
a study about the illness demands of couples in Botswana, those dealing with diabetes
reported experiencing the illness both as individuals and as a couple, based on their
perception of the illness (Sabone, 2008). The women in the study, who had been
emotionally distant, felt obligated to change to become the primary source of support for
their husbands. This was not the same for husbands of with diabetic wives (Sabone,
2008).
Knudson-Martin (2009), discusses a possible explanation for this difference in
response. When men have diabetes, their female partner assumes the role of providing
care and views the illness from a ‘we’ perspective (Knudson-Martin, 2009). Conversely,
when the woman has diabetes, most men do not step in to provide assistance. The woman
is expected to continue managing her responsibilities and care for her diabetes
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independently from her husband (Knudson-Martin, 2009). This pattern often occurs in
couples that demonstrate inequality in their relationship.
Couples involved in more equal relationships demonstrated more balanced
sharing of responsibility for care relating to their partner’s diabetes. Men provide support
and engaged in open dialog with their partner about illness related needs (KnudsonMartin, 2009).

Illness as a Relational Construct
When an individual has been diagnosed with a chronic illness, it is recommended
that the couple view the illness as being a part of the relationship (Acitelli & Badr, 2005),
and explore how the illness may impact them as a couple. Sabone (2008), found that
diabetics should be able to rely on their spouses for support and learn about the demands
of the illness together with their spouse. Couples without disability or challenges related
to illness management are more likely to assess the levels and effectiveness of support
than those managing chronic illness (Gilad et al., 2009). The authors referred to this
process as a ‘reality check’, an assessment of the support provided and if it meets their
specific needs. When a family member is ill, some believe that the family suffers more
than the one who is ill (Marshall, Bell, & Monies, 2010). This raises the question of what
must occur for a spouse to be available to provide support while they are suffering as
well. More research is needed in this area.
Dale and Altschuler (1999) indicate that while exploring the development of
illness discourses, they found that many of the couples referred for the study had little or
no conversation about their relationship before receiving the particular diagnosis. This
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might indicate a need for treatment programs that focus on improving communication
about the illness. Treatment programs for those dealing with chronic illness should also
include focus on the family and address the relationships involved in disease management
(Fisher & Weihs, 2000; Bertera, 2003).
In the area of diabetes, there are many treatment programs designed to provide
treatment education that focuses on dietary guidelines and medication regimens. In the
field of marriage and family therapy, many programs exist that are designed to address
relational needs. It is recommended that these programs be adapted to meet the relational
needs of those dealing with chronic illness.

Relationship Enhancement (RE)
Relationship Enhancement (RE) was designed in the 1960’s by Bernard Guemey
(1977), as a brief therapy model designed as a hands-on method of teaching skills for
improving couple communication. The model focused on ten skills: conflict resolution
management, discussion, empathy, expression, facilitating change, generalization,
helping others change, self change, and maintenance (Guemey & Ortwein, 2008). In this
model, couple’s are viewed as lacking skills that can be used to enhance relationships and
created a deeper connection or to repair relationships that have experienced a challenge
(Skuka, 2005). RE focuses on the strengths of the couple while deemphasizing pathology.
The experiential methods used to teach practical skills to assist couples and families in
sharing their relational concerns, feelings, and desires, are taught in a Teaming by doing’
manner designed to facilitate the development of a deeper relational connection (Skuka,
2005).
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Socio-Emotional Relationship Therapy (SERT)
This therapy approach explores the societal messages that couples receive from
their family, friends, and society at large regarding what is considered acceptable
behavior based on gender and culture (Knudson-Martin & Huenergardt, 2010). Through
the use of socio-cultural attunement, these messages are made apparent and couples are
then able to decide what will work for their relationship, which then often challenges the
societal discourses (Knudson-Martin & Huenergardt, 2010).
The independent foundational concepts of these two models, unconditional
positive regard through empathy (RE) and partner attunement with the belief that feeling
felt builds emotional connection (SERT), can help African American couples with
diabetes create a unified relationship to fight against the disease.

Conclusion
Although support related to physical illness has been explored, there is still more
to learn. Research indicates that supportive behaviors toward people with chronic
illnesses results in improved disease related coping (Karlsen et al., 2004), improved selfcare (Toljamo & Hentinen, 2001), and improved treatment adherence (Anderson et al
2002). However, most of the studies found that African Americans looked at support
from a community and neighborhood perspective (Shaw et al., 2006) and did not explore
the couple relationship and potential affect on diabetes. A study on the meaning of
couples’ support related to diabetes was conducted with a predominantly Caucasian
sample (Trief et al., 2003), but research has not explored definitions and perceptions of
partner support from the perspective of African Americans, the population with the
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highest prevalence of diabetes based on percentage of African American population
(Centers for Disease Control, 2011). It is also unclear what behaviors are considered to be
supportive by this population.
Treatment modalities focused on improving couples communication and
relationship connection may help improve the level and quality of support provided in
couples where they are facing challenges related to chronic illness, specifically diabetes.
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Chapter 4
Method

In this study, a grounded theory methodology of Glasser & Strauss (1967), as
interpreted and adapted by Strauss & Corbin (1998) and Charmaz (2006) was used.
Qualitative inquiry seeks to understand how meaning and social experience are
constructed (Denzin & Lincoln, 2005). This method of inquiry provides a forum for the
exploration of experiences from the perspective of the research participant and gives a
voice to the meanings that they place on these experiences. It is these meanings regarding
support that this study explored.
This study is designed to be an extension of the Trief et al., (2003) study by
exploring support from the perspective of African American couples with diabetes. Trief
et al. (2003) utilized a structured interview approach in the original study. Structured
interviewing dictates that the interviewer asks predetermined questions in a
predetermined sequence (Denzin & Lincoln, 2003). Using this approach, the interviewer
follows the schedule and does not provide feedback to the participants, to reduce the risk
of interviewer contamination of the data. To gain a deeper understanding of the concept
of support, this study employed a semi-structured interview approach. The researcher
used an interview guide with predetermined open-ended questions, (see Appendix C), to
provide direction in the interview process (Flick, 2002). A semi-structured interview
approach was used to leave room for the interviewer to seek clarification when necessary
(Nelson, 1996).

42

Through this study, the researcher sought to understand the meaning of support
from the perspective of the study participants. The nature of the research questions lent
itself to exploring the phenomena utilizing qualitative research methods (Denzin &
Lincoln, 2005). Qualitative research uses techniques such as interviewing, observation,
and archival data to understand phenomena from the perspective of the study participants,
giving a voice to diverse experiences.

Person of the Researcher/Program Developer
As a person who has been diagnosed with type II diabetes, I have experienced
people trying to be supportive by regulating her dietary intake. I perceived that they were
trying to show support to me, but at times, I did not view their behaviors as supportive.
This sparked an interest in this area and rose the question “If I had these thoughts about
support, what do others experience?” My desire to explore this topic has grown stronger
through interactions with family and friends who have been newly diagnosed with type II
diabetes. I wondered, “What can I do to provide support to them?” Looking deeper into
the research for answers, I discovered that support had not adequately been studied, thus
leaving me with many questions.
I attempted to remain consciously aware of personal biases throughout the
research process. Support from family and friends relating to diabetes can be helpful as
well as harmful. This depends on the perception of the diabetic receiving the support.
This belief has contributed to my desire to study these phenomena.
I have met with committee members to reduce blind spots caused by personal
experiences with the subject of this study. Consistent discussions with committee
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members were held to aid in the reduction of researcher bias by providing alternate views
regarding the study and the findings. This process is discussed in depth later in this
chapter.

Methodology Overview
Customarily, the nature of the research question determines the research method
(Rafuls & Moon, 1996). The research questions for this study were designed to gain an
understanding of how support is perceived and enacted by African American couples in
which at least one person has been diagnosed with diabetes. This study used a qualitative
approach with grounded theory methodologies to identify a theory of how support is
perceived and enacted with couples relating to issues of diabetes self-care. Grounded
theory methodology (Glaser & Strauss, 1967; Strauss & Corbin, 1998; Charmaz, 2006)
was applied in the multiphase analysis discussed later in this chapter. Grounded theory is
used to develop a clearer understanding of a concept, idea, or process through a repetitive
process of going back to the data (Rafuls & Moon, 1996). Using this methodology, Trief
et al. (2003), conducted a qualitative study on couples support and diabetes using a
grounded theory methodology to develop a theory of how couples define support. This
methodology was also used for the current study.
To gain a clearer understanding of how support is enacted and perceived with
couples, the diabetic and his or her spouse/partner were interviewed separately (Beiten,
2008), via telephone (Trief et al., 2003), for approximately 15-30 minutes in duration.
Each individual was asked questions to tease out the relational aspect of communications
regarding support, i.e., ‘What do you think your spouse/partner/significant other would
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say if asked what behaviors he or she finds supportive? What is his or her definition of
support? What behaviors does he or she exhibit to demonstrate support to his or her
spouse/partner? How is the enactment received as perceived by the person providing the
support?’
This study focused on both the individual and the dyad as the unit of analysis to
examine the relationship between two individuals intimately involved over time
(Thompson & Walker, 1982). This is further described in the Data Analysis section.
During the interview process, the interviewer asked questions to tease out the meaning
that each person holds for ‘support’ and what behaviors come out of this meaning. Using
circular questioning techniques (Laing, Phillipson, & Lee, 1966; Tomm, K. 1988), the
interviewer asked questions to focus on the perception of the diabetic on the support or
lack of support provided by his or her partner. For example, the interviewer asked the
diabetic, “What behaviors do you think your partner would say he/she does to show you
support? Do you fine these behaviors to be supportive?” (see Appendix C for Interview
Script).
Research questions. Specifically, this study set out to answer the following
questions:
1. How do African American/Black couples, in which at least one member has been
diagnosed with diabetes, define support as it relates to diabetes management and selfcare?
2. What behaviors develop from each person’s definition of support?
3. How are these behaviors enacted and perceived in the couple relationship?
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4. What behaviors do the diabetics view as most/least helpful in improving or
maintaining glycemic control?

Grounded Theory
Grounded theory methods are used to allow the participants to speak through the
data in the process of developing a theory from the data (Rafuls & Moon, 1996).
Grounded theory is a recursive analytical process in which the researcher consistently
returns to the data to gain a clearer understanding of the focus of the study. This theory
requires identifying a focus for new questioning as theory is constructed. “This inductive
analytical process involves a constant interplay between data collection and data
analysis” (Rafuls & Moon, p. 65, 1996). Specifically, this study sought to understand
support from the perspective of the diabetics and their spouse while building a theory of
how this support is perceived and enacted in the couple relationship

Recruitment
The researcher met with a diabetes educator who granted permission to actively
recruit study participants at diabetes education classes and seminars held in the Riverside
and San Bernardino County areas. Recruitment began September 2008 and continued
through March 2010.
Participants for this study were recruited through the use of posters, fliers, church
bulletins, and verbal announcements at diabetes education classes and support groups
(Appendix F). Posters were placed on at local African American churches along with
fliers (Appendixes G-J) and bulletin announcements (Appendix K). For in person and
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telephone recruitment, a script was used to inform potential participants about the focus
of the study along with requirements for participation (Appendix A).
A voice mail only phone number was provided on all recruitment materials. The
outgoing message on the voicemail informed potential participants of the nature of the
study and requested that they leave a message providing their name, telephone number,
and the best time for someone to contact them. (Appendix L).
Participants were selected from couples that completed the screening process, met
inclusion criteria, and signed the informed consent agreement (Locke, Spirduso, &
Silverman, 2000). Volunteers from various ages, socioeconomic status, educational &
religious backgrounds, participated in the study, thus providing richness to the data
through a range of experiences.
Sampling and selection. Criteria-based selective sampling (Rafuls & Moon,
1996), also called initial sampling (Charmaz, 2006), was used at the beginning of the
selection process to identify participants that potentially experienced spousal/partner
support related to diabetes. A second purpose of initial sampling is to identify as many
potential relevant categories as possible during the initial interviews. When using
grounded theory methodologies, sampling is driven by the coding process and guided by
theoretical sensitivity (Strauss & Corbin, 1998).
Once the researcher completed some of the interviews, analyzing the data along
the way, items were coded and categories emerged. At this point the researcher explored
the categories to determine if there was enough rich data available on which to support
the theory being developed (Charmaz, 2006). It is at this juncture, sought interviews that
develop the properties of categories. This process is theoretical sampling, “seeking and
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collecting pertinent data to elaborate and refine categories in your emerging theory
(Charmaz, 2006, p. 96).
Inclusion criteria. Participants were accepted to participate in this study if they
met the following criteria:
1.

Age 18 or older and

2.

Married and living together for at least 1 year post diagnosis or, living
together in a romantic relationship for at least 1 year post diagnosis and

3.

At least one member of the couple must have been diagnosed with diabetes
mellitus (type 1 or type II) at least one year prior to participation in this study
and

4.

Both members of the couple must agree to participate in the study and

5.

Both members of the couple must have cohabited with each other for a
minimum of 1 year prior to participation in the study and

6.

Both members of the couple must self identify as African American/Black and

7.

Have a telephone

If any of the above criteria was not met, the individual/couple was excluded from
participation in this study.
Exclusion criteria. For this study, gestational diabetes was excluded, due to the
differences in treatment focus, duration of illness, and glycemic maintenance methods
utilized (Trief et al, 2003). This in no way minimizes the importance of support and
glycemic control in gestational diabetes cases. However, due to the qualitative
differences, it was not included.
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To identify African American participants for this study, potential participants
were asked to state their race/ethnicity. A list of ethnicities was not used to allow for
participants to share their race without having to choose from a list, thus having to
categorize their race according to a predefined list.
Due to the numerous groups included in the category of African American, this
study relied on the individual’s self report to determine ethnicity classification (Utz et ah,
2006). Those who indicated ethnicities other than African American or Black were
excluded (Fisher, 2005).
Protection of human subjects. This study came with potential risks to the
participants. To address each potential risk, the researcher outlined ways that were be
utilized to protect the participants. The information below was provided on the informed
consent, providing potential participants with the information necessary to make an
informed decision regarding participating in this study (See Appendix D).
Institutional Review Board. Upon approval of the initial proposal, this study was
submitted to the Institutional Review Board (IRB) at Loma Linda University
(Appendices P). This entity examines all research proposals to ensure that all studies
conducted meet the standards outlined to protect human subjects. Upon approval from
IRB the study commenced. The study duration and proposed changes required a second
submission to the IRB. It received approval and the new recruitment materials were used
and accepted changes were implemented.
Confidentiality. Confidentiality has been maintained. All materials containing
participant identifying data were kept in a separate file from interviews and study notes.
All data were de-identified and participant couples were identified by a four digit number
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randomly assigned that include a code to identify gender and diabetes status, i.e.
#1000MD - Couple 1000 male diabetic and #1000FND - Couple 1000 female non
diabetic. In the report of the results, participants were assigned a name that was not
similar to their actual name. This was done to make the quotes used more personable.
On the informed consent, participants who signed were given the opportunity to
check a box indicating their agreement to being contacted via telephone for future
studies. For participants who agreed to this, data with identifying information have been
kept in a separate location from all other study data in a locked file.
Voluntary participation. Participation in this study was solely on a voluntary
basis. Participants were informed of their ability to withdraw from the study at any time
without consequence.
Risks of involvement. The risks involved in participating in this study were
provided to the participants on the informed consent. Participation in this research study
included potential personal, psychological, and relational risks. Personal risk involved a
risk to privacy. The participants were asked to reveal information on the support they
either receive or provide to/from their partner, which could have lead to psychological
distress. From a relational perspective, participation in this study could have resulted in
participants having conversations with their spouse/partner regarding the subject matter.
This could potentially have brought up issues or concerns and resulted in relationship
distress. To protect subjects from the study directly causing such distress, information
received from one partner was not shared with the other partner at any time.
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Screening Process
For this study, the screening methods utilized include in person and via telephone
data collection. Potential participants were screened individually to allow for
spouses/partners who are not present to also participate in the screening process at their
convenience. (See Figure 4).
In person. Potential participants who responded to the invitation to participate at
the diabetes education classes were asked to complete a screening questionnaire
(Appendix A) on site. The questionnaire was reviewed on site and the participants were
informed immediately if they qualified to participate. Participants accepted for the study
received a copy of the informed consent form (Appendix D) for review and signature. If
the potential participant’s spouse or significant other was not present at the live
screening, potential participant were asked to complete a Contact Form, (Appendix B),
indicating his or her name, the name of the person to be called, relationship, and contact
information. A flier with the study phone number and online screening website was also
be provided. To complete the informed consent process, the informed consent was
reviewed verbally with each participant prior to interviewing.
Telephone. Potential participants who heard about the study via word of mouth
or receipt of a flier and called the number given were instructed by a voice message to
leave a contact number and the best time to have their call returned, (Appendix L). The
telephone interviewer called them and conducted a telephone screening using the same
format as the live screening questionnaire. At the end of the telephone screening, the
screener determined if they met inclusion criteria. None of those who called met
inclusion criteria, so no further steps were taken.
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Data Collection Methods
Overview. For this study, data were collected via questionnaire and via telephone
depending on the type of data to be collected. The application of each data collection
method is discussed in detail below.
Telephone interviewing has been used in studies to collect qualitative (Trief et al,
2003) and quantitative data (Crooks, Lubben, Petitti, Little, & Chiu, 2008). This method
of data collection has been discussed as having benefits and challenges. Some of the
benefits of telephone interviewing include reduced cost per interview, reduced interview
time when compared to in-person interviewing, and the ability to clarify responses and
probe for additional information (Nelson, 1996). The author further discussed that two of
the disadvantages for telephone interviews are (1) reduced participation as a result of
unrequested cold-call interviews also called the ‘bother factor’ and (2) respondents
selecting not to answer personal questions (Nelson, 1996). To address these concerns, the
author recommended that the researcher explain the purpose of the study in advice either
via mail or in person, indicating that “participants then are familiar with the interviewer
or project and may be more likely to respond” (Nelson, 1996, p. 457).
Demographic data. Demographic data were collected utilizing two methods:
telephone and written self report questionnaire. Demographic data included information
such as the age, ethnicity, sex, marital status, diabetes diagnosis, income, educational
level, employment status, and the number and age of children in the home. This
information was used primarily to report demographics of participants along with the
results of this study.
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Participants were recruited from health education classes, community health fairs,
and churches in Riverside and San Bernardino Counties, California. Couples were
identified as potential participants if both members were 18 years of age or over, both self
identified as African American or Black, had lived together for at least one year in a
romantic relationship, and at least one member of the couple had been diagnosed with
type I or type II diabetes for a minimum of one year prior to participating in the study.
Upon receipt of verbal consent, participants were mailed an 18 item demographic
questionnaire and a written informed consent with instructions for them to return the
completed, signed and dated forms in the self-addressed stamped envelope provided. Of
the 31 letters distributed, 12 were returned completed. Two forms were mailed out to
participants twice and were not returned. Of the completed forms received, 10 couples
participated and completed the interview process. Couples who participated were made
up of 9 married couples, 1 engaged and living together couple; 1 couple where the wife is
the diabetic, 2 couples where both partners are diabetic, and 7 couples where the man is
diabetic. Eleven were diagnosed with type II diabetes mellitus and one was diagnosed
with type I.
Description ofparticipants. 10 African American couples, age range 40-67.
Professions include teachers, mental health practitioners, medical practitioners, and some
were retired. The mean annual household income (based on the 8 couples who disclosed
their income) is $102,437 with a standard deviation of $46,896. More demographic
information is provided in Appendix Q.
Qualitative interview data. Qualitative data were collected through intensive
interviewing of each participant individually via telephone. This method was used to
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collect candid data without participants feeling pressured to provide favorable data in the
presence of the researcher or to avoid unpleasant or potentially hurtful information in the
presence of their spouse or partner (Beiten, 2008). Each interview was via telephone
upon acceptance of the informed consent (Nelson, 1996). Interviews were recorded using
a hand held digital voice recorder and transcribed verbatim.
Interview process. Participants were interviewed separately to maintain privacy
(Trief et al., 2003) and to decrease participants censoring answers because they may feel
uncomfortable being candid in front of their spouse (Beiten, 2008). Participants who did
not complete the verbal demographic survey prior to the interview date were asked a
series of questions found on the Demographic Questionnaire (Appendix E) at the
beginning of the telephone interview.
Interview questions. In the study conducted by Trief et al. (2003), the
researchers used a 12 question schedule. The interview guide, both written and applied,
should be non-directive yet specific (Flick, 2002). For this study, the interview guide
began with questions that explore the participants’ definition of support related to
diabetes, treatment adherence, and self-care.
The researcher paid close attention to non-direction in the formulation of the
interview questions in this section. One critique of the Trief et al. (2003) study is that the
researchers stated that they were seeking to define support, but operationalized support as
helping in the questions. “What does your spouse say or do to help you manage your
diabetes? What have you found to be helpful? Not helpful? What could your spouse do or
say in the future that would be most helpful? How do you respond to your spouse’s
attempts to help?” (Trief et al., 2003). This limited the potential response options to
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helpful or non-helpful behaviors leaving no room for participant interpretation. This
study seeks to take this a few steps further, gaining a definition of support from the
participants while getting data for comparative analysis to the study by Trief et ah,
(2003).

The second section of the guide followed the interview questions utilized by Trief
et al., (2003). This is so that the results could later be compared to Trief et al., (2003), to
identify differences and similarities with regard to perception of support based on
ethnicity.
The third and final section of the guide focused on the enactment and perception
of support (see Appendix C). Experience is a multidimensional process comprised of
actions, perceptions, and interpretations (Laing et al., 1966). With this in mind, the
researcher asked questions focused on specificity to gain a clearer understanding of terms
or concepts discussed by participants. For example, if a participant stated that they don’t
like being nagged by their partner, the researcher sought to gain a clearer understanding
of the meaning of ‘nagged’ by asking “You stated that you don’t like being nagged by
your partner. Help me understand what you mean, describe nagging.”
The next section of the interview was the relational piece of the study. Interaction
is a constant reciprocal process in which each person perceives the behavior of the other
and then follows with a response of his or her own based on this perception (Laing et al.,
1966). For example, the interviewer asked the husband, “What do you think is
supportive? What do you think your wife thinks is supportive? If I asked your wife what
you would say is supportive, what do you think she would say?” This type of questioning
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gets at the process of communication within the couple context and the answers create a
picture of the perceptions involved in the communication patterns (Laing et aL, 1966).
During the interview process, participants were asked additional open-ended
questions to clarify terms used by participant or to gain a deeper understanding of
responses given. Questions to tease out the relational aspects of the enactment of support
were asked of each member of the couple. An example of the type of question that was
asked:
Interviewer: “You stated that you support your wife by purchasing household
beverages made with Splenda®. Do you think that she thinks you are being supportive
when you do this?”
Interviewee: “Yes. I think so.”
Interviewer: “What has she said or done to demonstrate that she feels support by
this?”
This method of inquiry, circular questioning (Laing et al., 1966), is used to gain
an understanding of the relational aspect of support from the perspective of the study
participants. Other actual examples of this are reported in the Results section.

Data Analysis
Through the analysis of the data for this study the researcher sought to gain a
clear understanding of support relating to diabetes from the perspective of the study
participants by organizing the data in a manner that best represents the participants’
views and experiences. “The purpose of analysis is to bring meaning, structure, and order
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to data” (Anfara, Brown & Mangione., 2002, p. 31). The quality of analysis determines
the outcome of the overall research project.
Unit of analysis. In this study, the unit of analysis was both the individual and
the couple. Individual data were analyzed to define support. Couple data were used to
understand the enactment of support, i.e. how support is conveyed from one person to
another along with the relationship between enactment and perception, and how the
enactment was viewed by the receiver of the support. For this study, the units of analysis
were both the individual and the couple dyad. The individual was the unit of analysis
when looking at the definition of support. For example, the individuals were asked their
definition of support, and this data were viewed on an individual basis. Individual
analysis was conducted looking for how diabetics define support in relation to their
diabetes.
The dyad was analyzed as the theory for enactment of support was developed. For
example, each member of the couple was asked to discuss what they think their
spouse/partner would say is supportive. The responses to this question were cross
analyzed with the spouse’s/partner’s actual responses regarding support along with the
response from the spouse/partner regarding what they think the other one would say is
supportive. The process between the couple was the focus of this phase of the study, as
discussed below.
Process of analysis. Analysis begins as soon as the first interview is conducted
(Denzin & Lincoln, 1998). Upon completion of the first interview, the recording was
transcribed verbatim and a hard copy generated. The transcript was read word for word
and coded for processes, patterns, and emerging themes (Strauss & Corbin, 1998). During
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the coding process, detailed notes were kept by hand and using QSR International’s
NVivo 9 software. Reflecting on the research question, each code was examined and
placed in categories as determined by the data. Analysis focused on answering the
research questions in three phases. Each phase shared the initial analysis process. In
depth analysis for each phase was conducted separately as outlined below.
Phase /. In the first phase of this study, the researcher focused solely on the
participants’ definition of support. Throughout this process, the researcher continuously
interacted with the data, asking questions, and checking the findings against it to make
sure that the findings came from the data. The questions found in Part I of the interview
script have been analyzed in two groups reflecting on how support is defined and
operationalized by diabetic and by non diabetic partners separately. Grounded theory
methodologies have been applied to this phase of the analysis process. Careful note
taking procedures were employed during every step of the analysis process.
Open coding techniques were utilized, reading the transcripts line by line and
using free association to label the concepts (Strauss & Corbin, 1990). For example, if a
respondent stated that he defines support as “telling my wife I will be there for her when
she needs me,” the researcher coded this as “being available.” Throughout the open
coding process, concepts may be grouped into categories, which are named with a broad
heading. “Being available” may be placed in the category of “verbal reassurance.” This
data were then reconstructed into categories to represent the definitions of the
participants.
Axial coding involved creating subcategories of the data. The subcategories
identify the context under which support occurs, along with the strategies behind it
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(Strauss & Corbin, 1990). This was explored through the process of asking questions of
the data such as “What are the dimensions of support?” “When does support happen?”
The answers to the questions aid in the development of the subcategories, creating a
broader picture of the phenomenon of support.
In the selective coding process the data were synthesized, connecting categories
within similar domains and creating a descriptive story of the phenomenon (Strauss &
Corbin, 1990). The theory was developed and then checked against the data. Participants
were also contacted to verify the accuracy of the representation of their story in the report
of the results. The rational for this is discussed in the section on Trustworthiness.
Phase II. Phase two focused on identifying the behaviors that are believed to be
supportive by the diabetic and his or her spouse. This section of the study followed the
Trief et ah, 2003 study. The responses to the questions in Part II of the interview schedule
were examined to identify the behaviors discussed along with the perception of
supportive or non-supportive as discussed by the participants. The grounded theory
processes discussed in phase one was also utilized in phase two, with emphasis on what is
perceived as helpful or not helpful.
Phase III. Phase three focused on developing a theory of how perception and
enactment of support are linked in the couple relationship. To get at the nuances of
enacted support, the researcher examined the answers of the circular questions to explore
the enactment process of communicating and receiving support.
In the process of theory development, couple data were reviewed together to
explore the potential link between perceived support and behaviors that develop from the
perceptions. For example: If the wife said that she thinks that her husband tries to show
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her support by doing the grocery shopping and purchasing her favorite reduced sugar
orange juice, and the husband says that he thinks his wife feels support when he buys her
favorite foods for her, the researcher coded it as support transmitted and received. If no
link was presented, the researcher looked at the disconnect and the dialogue around it to
gain a better understanding of the phenomena.

Trustworthiness
In this study, the researcher followed the methods as outlined by (Trief et al.,
2003). This study is not considered to be a replication but a continuation of the Trief et al
(2003) study. Qualitative research points to the researcher being an active part of the
research process, like a quilt maker weaving a quilt (Denzin & Lincoln, 1998). The
researcher was the filter for the data. This changes the study from being a complete
replication of the Trief et al. (2003) study. In this study, the researcher applied the
research methods used by Trief et al. (2003) to African American couples to find out how
couples define, perceive, and enact support. The results have been comparatively
analyzed to the earlier findings of (Trief et al., 2003) to see if Caucasian couples and
minority couples perceive and enact support similarly.
In the field of research, issues relating to the reliability and validity are often
debated. These terms have historically been defined through the quantitative research
lens. However, these definitions are not transportable between the research
methodologies. The terms reliability and validity, as applied to quantitative research
methods, appear to fall short of applying to the intricacies of the qualitative research
process (Kirk & Miller, 1986). However, to demonstrate the efficacy of qualitative
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methodologies being utilized to explore social sciences and to be viewed as equally as
‘scientific’ as other methods (Kirk & Miller, 1986), qualitative researchers need to
develop an appropriate application for these terms as applied to the research they conduct
(Flick, 2002).
Reliability. Reliability has historically been defined as the ability for the findings
of a study to be replicated yielding similar results (Rafuls & Moon, 1996). Some argued
that, in qualitative research, reliability cannot be defined in this manner (Denzin &
Lincoln, 1998, Flick, 2002, Kirk & Miller, 1986). The reason given is that the nature of
qualitative research removes the ability for a study to be considered a true replication. If a
study is conducted by a different researcher, at a different time or place, with different
participants, the findings may be different (Kirk & Miller, 1986). The current study
followed the methods utilized by Trief et al., (2003). However, this researcher has added
two different research dimensions to the study. The first dimension explored the
definition of support and the second used circular questioning techniques to tease out the
process of how support is enacted and perceived.
In order to address issues of reliability in qualitative research, Flick (2002)
mentions that procedural reliability methods should be applied. Using the interview
method of data collection, Flick (2002), recommend that the interviewer do a check by
conducting a few practice interviews to see what questions may be generated or by
checking the interview guides after the first interview. For this study, the researcher
utilized the first interviews to conduct the recommended check. The researcher took notes
regarding questions that arise during the interview process and adapted the subsequent
interviews accordingly. This adaptability is also an important part of the grounded theory
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process. Periodic checks were conducted during the analysis portion of the study by
taking the findings back to the participants to ensure that their voice has accurately
represented. The checks included reading the category and/or codes to the participant
along with the quote from his/her specific interview that was used to support the code or
category. Participants contacted reported that their experience was accurately represented
in the results.
Validity. Validity is a quantitative term that usually examines whether the
researcher measures what they are seeking to measure. In qualitative research, validity
refers to the researcher answering the question that they are seeking to answer while
capturing the participants’ experience (Flick, 2002). In this study, the researcher
conducted the interviews and the analysis of the data. The researcher actively engaged in
peer debriefing (Flick, 2002) by discussing findings with the research assistant, peers,
and the project committee members to address potential blind spots during the research
process.
Flick (2002) stated, “One approach for specifying the validity of interviews is to
check formally if it was possible to guarantee the degree of authenticity which was aimed
at during the interview” (p. 222). This refers to the interviewers attempt to create a
nonbiased interview situation. The interviewer could consciously or unconsciously
prompt the interviewee to give ‘favorable’ responses (Flick, 2002). It is noted that at
times, respondents attempt to provide ‘socially desirable’ responses (Denzin & Lincoln,
2005) or present themselves in a favorable light. This study sought to understand what is
actually occurring as much as possible. The focus of this study was on capturing the
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perspective of the participants and allowing the voices of the individuals to be heard
without losing the subtle nuances of the couple interactions relating to support.
For this study, the researcher worked to reduce this type of potential
contamination of the data by carefully wording the interview questions and by conducting
the interviews separately and over the telephone. This potentially reduced the perception
of judgment and pressure to give favorable responses as with face to face interviews, or
being interviewed with partner. Although qualitative research involves the researcher
being woven into the study throughout the entire process (Denzin & Lincoln, 1998), the
researcher must also be aware of leading the answers of the respondents (Flick, 2002).
In this study, validity has been strengthened by the interviewer clarifying what the
interviewee is saying during the interview. To ensure the trustworthiness of the findings,
the interviewer conducted a check with the interviewee to find out if the meaning of the
answers is understood (Flick, 2002). Examples of this are provided in the results section.
Additional questions were asked to gain a deeper understanding of the perception of the
behavior described by the interviewee. The interviewer restated answers during the
interview to see if the interviewee’s meaning was understood.
Internal validity. Internal validity examines the degree to which the findings
answer the research question (Denzin & Lincoln, 1998), and the authenticity of what the
researcher reports was observed and what actually was observed (Rafuls & Moon, 1996).
In this study, the interviews were conducted and coded by the researcher. Upon
completion of the coding process, the interviews were reviewed with committee members
to examine if the codes identified are congruent to the research question, and to reveal
any biases or blind spots of the researcher that might have been outside of her awareness.
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External validity. In qualitative research, external validity is replaced by the term
generalizability; do these findings report the general experience of the larger population
(Anfara et ah, 2002). The findings of this study are not statistically generalizable.
Generalizability, in qualitative research refers to the degree to which the findings can be
applied to the broader population and that the voices of those with different experiences
are also explored (Rafuls & Moon, 1996). Although the findings may reflect experiences
found in the broader population, there are some experiences that may not be captured
during the initial interview process. Thus this needs assessment is not generalizable.
However, it provides the necessary data for the development of a program for this
population.
Throughout the research process, the researcher conducted interviews and looked
for emergent themes and categories. The interviewer actively sought participants with
differing characteristics than those who were initially interviewed. For example, during
the coding process, themes and categories were identified. At times, experiences appear
similar, thus participants who may have a different experience (i.e., couples that are
younger than the majority in the sample, from a different socioeconomic group, or any
demographic area that seems underrepresented in the sample) that meet inclusion criteria
were asked to participate in the study. This was done to attempt to capture experiences
representative of members of the larger population.
In summary, Strauss & Corbin, (1998), stated, “Although we do not create data,
we create theory out of data. If we do it correctly, then we are not speaking for our
participants but rather are enabling them to speak in voices that are clearly understood
and representative” (p. 56). One of the foci for this study was to allow the voice of the
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participants to be represented in the presentation of the results to the reader, thus
strengthening the trustworthiness of the study.

66

Chapter 5
Results

This study was focused on identifying the definition of support from the
perspective of African American couples, developing a theory of support and
demonstrating how the perceptions and enactments of support are linked to self-care
behaviors. The findings of this study along with quotes that further illustrate each concept
are shared in this section.

Phase I - Definition of Support Related to Diabetes
Participants identified many behaviors as supportive. The emergent themes
regarding the types of support clustered into four categories: 1) awareness support, 2)
relational support, 3) regimen support, and 4) instrumental support.
Many participants in this study mentioned having their non-diabetic partner think
about their diabetes and the requirements for disease management acted as support.
Awareness Support. One of the themes that emerged from the interviews
focused on heightened awareness. For these couples, awareness is described as a partner
maintaining focus on the needs of the diabetic, noticing changes; it may include having
the knowledge about the illness to assist in determining if there is a need or crisis that
should be addressed. Some of the words and phrases used by participants to describe
awareness support include anticipating needs, awareness, awareness of changes in
(diabetic) spouse, cognizant, knowing about the illness, and knowing what is healthy for
wife/husband.
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This wife shares how she pays attention to her husband’s behavior and looks for
cues for where she may need to intervene.
Rachelle - Female Non-Diabetic (FND): “If he is doing something that I
think is odd, or we’re together all day and he hasn’t eaten within a certain
amount of time then I’m cognizant of those things.”
This diabetic speaks about how his wife is aware of his needs as a
diabetic.
Clyde - Male Diabetic (MD): “Urn, I guess by being aware that I am a
diabetic and that there are certain foods that I eat and shouldn’t eat, being
aware that my life is one where I take medication at certain times, and
being aware of the fact that I live with a condition that needs to be
monitored very carefully if I want to live a healthy lifestyle.”
Some participants identified awareness as part of the process leading to a
supportive action.
Rodrick (MD): “She [wife] thinks about different kinds of food to have.
She’s conscious of sugar content. She’s conscious of, and she’ll remind
me, you know... ‘we shouldn’t get this because, you know,’ conscious
about diabetes.”
In this example, Rodrick perceives that his wife is aware of his dietary needs and
acts on that awareness by reading food labels and only purchasing foods that he is able to
eat.
Food is mentioned in this section in the context of partners being aware that there
are challenges that their diabetic partners experience in connection with having specific
dietary requirements. Food in the context of regimen support will be discussed in another
section.
Relational support. Relational support is the expression of care and
consideration through behaviors and words that demonstrate a desire for relational
connection, either on the part of the supporter or the diabetic to receive the support.
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Words used by participants to describe relational support include: being there, caring,
concern for well-being, communication, consideration, dependable, encouragement,
listening, and showing sensitivity for my illness.
This diabetic spoke about his wife’s expression of support as a way to remain
connected to him in relation to the disease.
Marcus (MD): “She expects me to do and follow everything that’s
suggested because . . . She wants me to be around you know.”
His wife shares about her desire to have her husband with her for an
extended life together and her struggle to find the words to express her feelings to
him.
Yvette Female Diabetic (FD): “Fm still trying to come up with the best
way to say it other than I love you and I want you to be ok, but I haven’t
figured out what that is yet.”
Another form of relational support is expressed through the non-diabetic
choosing to experience the lifestyle changes required of the diabetic.
Louise shares her thoughts about providing support to her partner as a
non-diabetic.
Louise (FND): “Um, and not maybe eat the things that they are not
supposed to eat in front of them so that they feel that they are being
deprived or anything like that. Um, maybe changing, adapting my diet so
that it’s closer to what he eats, that he has to use.”
Gary shares how providing help through eating like his wife, he can
provide help for her.
Gary (MND): “I think by my being willing to do those things which are
beneficial. . . eating the proper foods, even though I may not feel the need
directly for doing it myself... I hope that if I can do it myself, it will help
her more.”
Gary’s wife shares her experience of the support her husband provided through
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his example.
Natalie (FD): “He’s more support in lifestyle changes than I myself. He’s a good
example for me. If I would just follow in his footsteps, I wouldn’t have this
problem. . . He looks after me, I think he wants me around a long time.”

By sharing the diabetic experience, some couples created a team approach
and sought to work together to manage the illness. This teamwork is sometimes
based on the couple viewing the illness as affecting their partnership, and not just
the individual’s health and well-being.
This is the only couple in the study where the wife has diabetes and the
husband does not. As demonstrated through the quotes above, Gary has taken on
the role of support for his wife, similar to that of the FNDs in this study. He does
the cooking, reminding, and supporting by example. This is an interesting
demonstration of support by a ND husband for his wife and raises the question of
if other ND husbands take on similar roles in providing support for their spouses.
Regimen support. Managing food intake while balancing meals are some
of the main challenges that diabetics face. Although food was mentioned earlier, it
was mentioned in the context of partner awareness and not in the context of the
regimen. Participants described this type of support using the following words and
phrases: being an example, food monitoring, food preparation, food purchasing,
medication reminders, nagging, reminders, and testing reminders.

Food. Diabetes management may include food and medication regimens
that are recommended by health care professionals. Regimen support occurs when
the partners aid in the treatment regimen of their diabetic spouse. Many
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participants, both diabetics and non-diabetics, discussed meal preparation, food
purchase, and dietary regulation as supportive. This diabetic provides an example
of how his wife supports him through the preparation of meals.
Daniel (MD): “She’s watching what she’s preparing for me, like what I eat
and don’t eat, she’s trying to watch me.”
His wife also views meal preparation as supportive, and describes how she
focuses on providing foods that are healthy for the diabetic.
Louise (FND): “More, because I think, you know... I’m kind of, I’m the
wife who would prepare his meals, bring it to him, you know, all... Uh, if
he’s going to work I would make his lunch, make sure that he has his
lunch take with him. Make sure there’s a fruit, balance, make sure he has
water, not too much sugar, things like that, you know, take care of things
like that.”
When both members of the couple have been diagnosed with diabetes,
regimen support may look different than in couples with only one diagnosed
diabetic. This wife shared about how she manages diet and exercise for both she
and her diabetic husband. Marcus and Yvette share the experience of support
through meal preparation.
Marcus (MD): “What to eat when she does bring things home that are
quite healthy I commend her for it. For example, if there’s a brand new
Oreo cookie with a lot less sugar she’ll pick it up. But if it were me, I
would just eat a few more.”
Yvette (FD): “Making sure to have healthy meals... making sure to... we
have more vegetables, I don’t want to say vegetables, but more salads
before meals.”
Another wife shares her experience of providing support to her husband.
Lisa (FD): “Well, he doesn’t really convey it [support] to me. I’m the one
that more or less makes sure we’re eating properly and that we’re getting
in the necessary exercise that we need to get in.”
Her husband discusses how he perceives the support attempts by his wife.
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Daniel (MD): “She’s watching what she’s preparing for me, like what I eat
and don’t eat, she’s trying to. Watching me.”
He further mentions how he provides support to Lisa.
Daniel (MD): “Some of the things that I could do is to inform her about
sweets. She’s not following prescribed or planned for her, encourage her
to do better.”
Although many participants mentioned preparing healthy meals, only one
mentioned attending diabetes education or other related classes to learn what
foods are recommended for diabetics. It is unclear where the majority of
participants learned what types of meals to prepare for diabetics.
Medication. Some spouses assist with medication management. They
express doing so by reminding their partner to take their medication.
Marcus (MD): “I often bring her night medicine because she does forget
that.”
Most couples mentioned that frequent reminders are used to keep their spouse on
track with medication and dietary regimens.
Clyde (MD): “. . . The only overt behavior, is ‘did you remember to take
your pill’ or if I, or she’ll say ‘haven’t take it yet?”
Here a wife shares about her reminding her husband to take his medication
and she provides her perception of her support being received as helpful by her
spouse.
Yolanda (FND): “What is helpful is, um, when he, um, before he takes his,
um, what do you call it, when he does the test. Um, another is, and um,
when I remind him to take his medicines, like he does. He forgets to take
his meds sometimes. So I sometimes physically remind him of that. But
that kind of helps him more than most of the things.”
Nagging and reminders. In this study, nagging was mentioned by several of the
participants. Some partners mentioned concern about nagging their partner, and perceived
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that it would be received negatively, and some also expressed a desire not to nag.
Lisa (FD): “Oh... He would probably say that he thinks I’m being
supportive when 1 don’t, uh, nag him about what he should be doing. He
doesn’t want me to be continually telling him what he should be doing.”
Interviewer: “Ok, and now regarding support what would he think you
think is supportive then?”
Lisa (FD): “Um... Is, is supportive, here again, if I don’t nag him, uh, just
let him do it his way and not my way, you know we go through that ‘that’s
the way you do it, let me do it the way I want to do it. ’ And I think that
I’m overly, sometimes overly, overly I don’t use the word protective, but
for lack of a better one. Being in the medical profession myself I
sometimes over do it when it comes to diet, not recognizing that he has to
be the one to do it. It’s his body, he has to be the one to take responsibility
and do it, and I’m not, it’s one of these mother/child kind of things. And
uh, just leave him be so to speak.”
Another wife shares about her experience with nagging and reminders with her husband.

Interviewer: “How often do you discuss diabetes with your spouse?”
Beatrice (FND): “I really don’t pay attention to that. Probably, um, maybe
every 3 months maybe. I try not to nag him about it. I just try to provide
healthy meals and... it might be more than that. Maybe every 2 months. I
don’t know, I don’t know.”
Interviewer: what do you do or say to help your spouse manage diabetes?
Beatrice (FND): “I just try to tell him and remind him about it once in
awhile, you know. He does make an effort sometimes to go out and what
he’s eating. He’ll go ‘I can’t eat this kind of food I have to eat that kind of
food,’ you know. I try not to say anything. I let him, you know, he’s doing
it he’s doing it. Um, I try to be discrete about it because I don’t want to
nag him about it and I don’t want to turn him off, you know, if it’s
something he doesn’t want to do, but at least try to remind him about it
once in awhile.”
They discussed thinking that they must remind their partner to maintain regimen,
but stayed aware of not letting the reminders become so frequent that they appear to be
nagging. They viewed nagging as negative while some of their partners viewed it as
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expressing care and concern.
Some diabetics mentioned frequent reminders, having their partner always
‘staying on them’, and some used the word nagging. Some mentioned that constant
reminders could be intrusive or bothersome, but they find it to be helpful. They expressed
that the nagging let them know that their spouse cares about them.
Michael (MD): “Well she’s constantly um, constantly asking me do I take
my medication, if I take my medication, um... She’ll ask me what my
readings are when I check, when I check myself. Um, she stays on me,
makes sure that I keep my doctor appointments. . . Well, she constantly
stays on me about taking medication, make sure 1 take the medication,
how she constantly reminds me, you know. She’ll ask me ‘are you taking
your medication,’ ‘don’t forget to take that,’ and remind me if I get up in
the, at different times if I take it, or in a hurry, doing something she’ll
remind me. . . You know, ‘did you take your medication?’ or she’ll remind
me stuff that I should not be eating. Um, constantly on me about that.”
Interviewer: “What could she say or do in the future that would be most
helpful?”
Michael (MD): “I really don’t think she could be right now, just kind of
constantly reminding me, constantly staying on me, um, to take my
medication. Make sure that I keep my doctor’s appointments cause at
times I rescheduled for was a real stress for awhile. Uh, she would
constantly tell me, uh, make sure that I keep my doctor’s appointments,
um, constantly on me about, uh, make sure that I take all my medications,
or sometimes I’ll run out and she’ll remind me ‘don’t forget,’ you know,
‘the pharmacy called and, you know, you need to pick-up your
prescriptions, and take the medication.’”
Interviewer: “How do you respond to your fiancee’s attempts to help?”
Michael (MD): “Um, sometimes I make fun, sometimes I don’t, um,
sometimes it gets annoying. Um, I know she’s doing it for all the right
reasons, but sometimes it gets annoying, but fortunately I end up
responding by, um, by by, um, by doing what I’m supposed to be doing.
She usually stays on me so that I’m doing that.”
Another participant shared about how he appreciates the constant
reminders, even though there are times when he does not want to hear it.
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John (MD): “Yeah, because I know that sometimes it’s a good thing
because I over sleep. She says, ‘You have to get up and eat right now.’
Sometimes I already ate. I do think it’s over bearing sometimes,
sometimes I tell her, ‘I know I gotta eat.’ But I’m just messing with her,
but I don’t want her to stop calling, I don’t want her to stop doing what
she’s doing.”
Nagging was identified as an annoying behavior by one of the diabetic
participants. He shared his perception of his wife’s motivation of her nagging as
believing that her husband could chose to eat properly and no longer have diabetes.
Anthony (MD): “We don’t actually talk about the disease. Uh, it’s just
that, you know, you’ve got a lot of nagging cause if you do stuff or try to
do stuff that you’re not supposed to be doing. . . Or you’ll, um, if you try
to eat some ice, try some ice cream, you know, or stuff like that. . .‘Oh, oh,
you’re not supposed to be eating that,’ and this and that, you know.”
Interviewer: “What does she say or do that you find to be not helpful?”
Anthony (MD): “Nag.”
Interviewer: “Ok. Describe nagging for me. Like what do you mean by
nagging?”
Anthony (MD): “Nagging or um, making negative comments when she
sees, when she sees me, what she thinks is wrong, what I’m doing is
wrong, or not helpful.”
Interviewer: “What could your wife say or do in the future that would be
most helpful?”
Anthony (MD): “The negative, the negativity doesn’t help. . .Try to be
helpful and not, not negative and critical. . . She thinks that I can stop
taking my medication, stop taking my pills. ‘Just go ahead and stop, you
can stop taking the pills,’ and this and that, and yadda. You know, and um,
‘you know you can reverse it’ and this and that. You know, listening to
stuff from other people instead. I need to hear from real medical doctors. .
. I know she always criticizes, you know, always popping bottles, popping
pills, and this and that. So that doesn’t help.”
This raises the question of if nagging is perceived positively when it is reminding
of following the prescribed regimen and perceived negatively when it is viewed as
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criticizing and going against regimen recommendations made by professionals. This
should be explored further in the research.
Instrumental support. Instrumental support has been previously identified in
the literature (Langford et al., 1997). Participants in this study also spoke about actions
where concrete assistance was provided. Instrumental support is the provision of tangible
assistance. Some forms of instrumental support described by partners include financial
assistance, transportation, and accompaniment to medical appointments.
This participant shares his view of what he perceives as supportive.
John (MD): “Some people need it [support] for financial, some people
need it [support] just to get around. They take you to your medical
appointments or whatever. That’s support.”
Having a partner with them when attending medical appointments provides a
second person who can hear the treatment recommendations of the doctors and might
prepare the spouse to be able to provide instrumental support (medication regimen
assistance) if needed. The provision of transportation and accompaniment to medical
appointments was also identified as supportive.
John (MD): “Or if I say I have to go to the doctor in the afternoon she’ll
ask ‘Do you want me to go with you so I can find out what the doctor
wants you to do?’ Stuff like that, so she’s very supportive.”
Support is not required in every category for one to perceive support as helpful. It
is based on the needs of diabetics based on the perceptions of their spouses, which are
discussed further in the next section.
Phase II - Process of Support
The study also focused on developing a theory of the enactment of support.
Support is rarely provided because it is requested. It is often an automatically assumed as
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necessary. Perception of the support by the diabetic then helps to determine if it is
received as support or requires adjustment. Perception of support by the diabetic is
appraised by spouse through observation of self-care behaviors. If self-care is not present
or minimal, support is increased or type of support provided is adjusted. Support is not
dismissed or rejected by the one providing the support, but rather, adjusted. The
identification and description of this process developed from the interview data collected
in this study and was not previously identified in the literature.

Non-Diabetic
spouse (NDS)
becomes aware
that spouse has
diabetes (DS)

.

OR
NDS perceives selfcare behaviors have
decreased and
chooses to do
something different j

NDS feels that they
should 'do
something' to
support DS

*

NDS perceives self-care l
behaviors have increased
and continues to do more
of the same to show
support to DS

NDS tries something
to demonstrate
support to DS

--

!

NDS waits to see
changes in self-care
behaviors of DS to
determine if support
was received

Figure 5. Calibration Process of Couple’s Support Related To Diabetes.

Throughout this process, partners providing support attune to the needs of their
diabetic partner and calibrate their expression of support to meet those needs.
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Janice (FND) shares how she and her fiance fine tune their shared experience of
support in quote presented in Table 1. The steps in the support process are indicated in
the left column and correspond with the pieces of the quote presented directly next to it in
column 2. Here is a step by step walk through of her experience that demonstrates the
support process in Figure 5. Her description includes her enactments of support along
with her perceptions of Michael’s behavior changes resulting from the support she
provided. To confirm that this is an accurate depiction of the support process from
Janice’s perspective, the researcher presented her with this table and she stated that this
accurately portrayed her experience.
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Table 1
Support Cycle: Participant Example - Janice & Michael
Step in Support Cycle
Without discussion, Janice
determines Michael’s need for
support.

Action - enactment of support
Michael’s response. Janice
perceives support as received.
Michael’s behavioral change admitting behavior set back.
Michael is beginning to trust
the relationship and feels safe
to share his non-compliant
behavior with Janice.
Janice perceived change as
minimal self-care
Janice perceives need for
support adjustment.
Janice enacts support
differently - adjustment
Michael’s trust increases and
he discloses more noncompliant behavior. Janice
perceives self-care as minimal
or not present.
Janice assesses her support as
helpful and does more of the
same, increasing frequency.
Janice perceives
increased/improved self-care,
better dietary choices
resulting from her support.

Quote
“The fact that I can tune into him, you know, when
he’s maybe not, maybe eating something that could be,
that could put him over the edge as far as his diabetes.
But like, for example, when, sometimes I recognize
certain signs that he’s not paying attention to,_______
then I can point that out to him and then he can think
about it,
and then he’ll go ‘oh yeah.’
And then that, [pause] then he’ll point out, he’ll say
‘you know I had a donut the other day.’

You know, ok I would normally not say anything about
that, but then I notice that he’s sleeping a lot more than
usual,
so then I’ll start asking him questions ‘why,’ and
‘what’s he eating,’____________________________
and come to find out well that donut that day becomes
a donut every day.

So then my, sometimes my prompting him makes him
realize he picks it up out of habit and that’s bad for
him.
So then that then stops him.”

Couples that perceive that the diabetic does not require support are also actively
involved in the support calibration process. This might be occurring outside of their
awareness, behind the scenes.
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Clyde (MD): “I take care of myself, my diabetes is always under control.
It’s just never out of control, so there’s nothing that she really has to tell
me. . . I take care of myself. I’m going to make sure that I take my
medication regularly and that I take care of myself.”
Louise (FND): “Um, making sure he gets, um, we have a lot of healthy
foods around, reading labels, making sure there’s nothing in there that he
wouldn’t be able to use, no sugar or mayo, you know. He’s pretty good at
that too. He is, like I said, he is on top of things. And I don’t even think I
have to have that much input at all ... Yeah, but, I don’t think there’s a
whole lot that I have to do except, you know, just go along. . . I’m always
remembering that this is something that he has, this is a disease. Um, for
example, ok I would make one of his favorite drinks . . . and I would make
a separate because you have to add a lot of sugar to it to get it to taste just
right. But with him I would, um, not put sugar. I would put sugar
substitute maybe, or in his along with water too, you know, and I would
tell him “this is yours and this is everyone else’s.” You know, so things
like that.”
This process occurs out of what appears to be the non-diabetic spouse’s
commitment to ‘do something’ to assist the partner in improving his/her health. The non
diabetic partners rarely talk about what they are doing to assist their partner, which may
result in the diabetic being unaware of their spouse’s contribution to their care.
There are varying conditions under which support is possible. One condition is
when the partner is perceived as not caring for himself/herself according to medical
recommendations. This was demonstrated in the previous example of the support cycle
with Janice and Michael.
Another condition discussed by the participants is when the partner is willing to
listen.
Yolanda (FND): “Uh, well of course arguing and fussing about it [baby
crying], you know, arguing and fussing about it, you know, because I find
that he just shuts down, you know, like he doesn’t listen, so I try to avoid
that. . . That he would listen, that he would pay attention, and he would do
what he is supposed to do for his life, for his own health too. You know. . .
When he doesn’t want to listen he would just walk away. Stuff like that. . .
He shows it, um, in his actions and, you know, he would listen and he
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would respond with a short answer. But it would be in a positive way, you
know.”
This is a condition specifically for verbal expressions of support.
Support is a process in which couples calibrate to achieve relational attunement
around the care needed for diabetes.

Phase III - Perception of Support
The support process includes the perception of the partner’s supportive behaviors
by the diabetics. The diabetic responds to the support provided based on his or her
perceptions of that support as helpful or not helpful.
Enactment of support. As was previously stated, partner perceives that support
is needed by the diabetic. Based on this perception, the partner decides to “do something”
to show support to the diabetic. The partner tries something, then observes the response
by the diabetic. The one to receive support views the attempts as either supportive or not
supportive. Based on this perception, the diabetic responds in relation to self-care. Figure
6, below, demonstrates a theory of how the perception of support by the diabetic relates
to self-care behaviors.
This process occurs without specific discussion of support. Many of the
participants mention that they do not discuss diabetes with their spouse or that they
discuss it infrequently.
Clyde (MD): “She is mindful of the kind of diet I need to eat, mindful of
the medication that I have to take, and on my part, sometimes I forget and
she is the one who reminds me.”
Interviewer: “How often do you discuss diabetes with her?”
Clyde (MD): “Almost never . . . Diabetes is something we don’t talk about
here.”
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Although diabetes is not verbally discussed by most of the participants, it appears
that the support cycle continues to occur. This raises the question of does the perception
of support as supportive require discussion?
Support relating to treatment adherence and self-care falls into two primary
domains, support that is helpful and support that is not helpful. Support that is helpful
may increase self-care behaviors and the desire for relational closeness. Support that is
not helpful or the removal of support that has been helpful often results in negative
responses. An example of this is presented below (see Christopher, p. 83).
The process of support is ongoing and consists of enactment, perception by
receiver, response, perception by enactor, adjustment. Through this calibration process,
couples attune to each other. In the diagram below, support in any of the four categories,
or any combination thereof, is received by the diabetic. If support is not received, or it is
ineffective, the diabetic may demonstrate a response such as non compliance with
medication or testing regimens.
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Figure 6. Diabetic Partner Attunement Response Model

When partner attunement has occurred, some diabetics respond with increased
trust, honesty, compliance behaviors, and at times, a desire to draw closer to partner.
Natalie shares her experience of her husband’s support and her perception of what he
expects of her as a result of this support.
Natalie (FD): “He expects me to have control, he expects me to watch my
blood sugar level results to be under control, and, um, he expects me to
have a long, healthy life. . .He expects me to be his wife until death do us
part... As in, as healthy condition as possible. . . I heard him say... ‘My
wife thinks that I’m too hard on her. Something like that as far as helping
her, supporting her in, um, choosing the right lifestyle.’ Some people think
that I don’t appreciate him, but I do.”
When attunement has not occurred, or is in the calibration process, the diabetic
may respond by choosing not to comply with dietary recommendations, due to not feeling
adequately supported.
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In more extreme cases, a diabetic might respond to support attempts with an ‘I’ll
hurt you back’ response. Here is an example of one diabetic’s response to not receiving
the desired support from his spouse.
Christopher (MD): “So if, you know, that’s my biggest problem. She’s
trying to, you know. If she don’t cook I’m going to buy my food, so she
could be more helpful with the food.”
Interviewer: “Ok, when you go out.”
Christopher (MD): “I don’t want, when I go buy my food I just go buy
food. I don’t, I mean, I’m not trying to, you know, look at no calories, you
know, sugar and all that. I just go get it.”
Interviewer: “Oh ok, ok. So when, when she cooks, then she’s looking at
the calories and things like that?”
Christopher (MD): “Yeah, she’s trying to do it the right way. If she don’t
cook I ain’t having it, what should I eat. I’m going to get it.”
Interviewer: “Ok, so when she doesn’t cook and you go buy your food,
and you’re saying when you buy your own food you don’t look at the
calories and things like that.”
Christopher (MD): “No. The only thing I’m worried about is not eating
pork. So if there ain’t no lard in it I’m eating it.”
Interviewer: “Ok, so then as far as your eating healthier, then that her
responsibility for you to eat healthier?”
Christopher: “It always has been. . . You just don’t, you know, a long time
ago she used to cook all the time, then she cold turkeyed me when she
went back to school to get her degree and stuff, so she quit cooking like
she used to. . . So, I had to get used to that. I used to get, you know,
regular meals, but. . . Food is my big issue.”
This appears to demonstrate an TT1 get you back’ response to his spouse
removing the support that he desired, that he had become accustomed to. To
retaliate, he deliberately makes poor food choices.
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Discussion
Couples support related to diabetes appears to be recursive process of attunement
and calibration enacted with minimal or no specific discussion about support. Those
receiving the support may perceive it as support and thus respond by increasing self-care
behaviors. When support is not received, or it is perceived as not helpful, individuals may
respond by sabotaging their care by ignoring dietary recommendations or purposely
going against treatment recommendations.
In contrast to what Trief et al. (2003) found, partners in this study identified
nagging as something that is appreciated. Only one diabetic in this study identified
nagging as non-supportive. Others identified nagging and constant reminders as creating
a sense of connection with their partner; a feeling of being cared about. They mentioned
that if the nagging were to stop, then they would feel that their partner didn’t care.
This demonstrates why programs based on research conducted on one population
might not be transferable to or effective with another population. As an example, if a
program were developed based on the finding of Trief et al. (2003), it might include a
component designed to reduce nagging behaviors of non-diabetic spouses, which was
identified as bothersome. Their study was conducted with a 96% Caucasian sample.
If the same program were implemented in the African American community, the
reduction or removal of nagging behaviors might prove relationally detrimental to
diabetic couples. Based on the findings in the current study, the removal of nagging
would remove something that participants identified as supportive and evoking feelings
of being cared about by their spouse.
In this study, diabetes was rarely discussed by the participants from a relational
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perspective using ‘we’. They talked about it from an individualized perspective using I,
he, or she, as it being the illness of one person. This is different than Knudson-Martin
(2009) reported, that women take the ‘we’ position relating to their partner’s diabetes. It
is not clear if this difference is due to sample size or the ethnicity of the participants.
More research is recommended to explore this further.
In other descriptions of support, emotional support was a term used to describe
one of the categories. In the current study, this term did not appear to capture the meaning
of the expressions of support, such as caring, being there, and listening among the
participants. These terms (caring, being there, etc), appeared more relational in nature.
Thus the term relational support is used to describe participants’ provision of the type of
support that appears to demonstrate a desire for relational connection with their partners,
which is a reciprocal process.
When asked what type of classes or services they wish would be available, some
of the participants mentioned that they would like diabetes education focused on meals
and treatment options. Many of these classes are available, so this raises the question as
to whether the classes are available in their community or how information about the
classes is being disseminated.
The sample did not include a representative number of couples where only the
wife is diabetic. Based on this, gender could not adequately be explored. However, in this
one couple, the MND enacted similar supportive behaviors as the FNDs of the other
couples in this study. Further research is recommended to gain a clearer understanding of
the experience of these couples.
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While the cycle of support appears to occur with little or no couple discussion, it
is a time consuming process. During the time that it may take to adequately delineate
what support is preferred and/or required by the diabetic from their partner to increase
treatment adherence and self-care behaviors, the disease can potentially progress, creating
a strong possibility for additional health related complications. By intervening at the time
of diagnosis, the support development process duration may be reduced through
providing the skills necessary for the couple to begin to adequately share the
responsibility for the illness with a deeper understanding of each other’s needs and desire
for support.

Implications
This study extends the current literature on support related to diabetes self-care
and treatment adherence by reporting the experience of some African American couples
facing diabetes. This study identified needs of this population for the purpose of
developing programs to improve relational support for diabetics, thus potentially
improving self-care and treatment adherence practices.
Implications for program developers. Throughout this research process,
valuable information was learned about conducting research with the African American
population.
For this project, the recruitment materials were initially developed using language
that requested participants voluntarily submit to a 30-minute telephone interview as part
of a research study on couples support and diabetes. A small incentive was offered.
Announcements were placed in church bulletins, fliers were distributed and verbal
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announcements made at health fairs and community events. Recruitment efforts were also
conducted at a Diabetes Conference held at Loma Linda University, requesting that
people who work with diabetics spread the word about the study to their clients and
patients. Combined, these efforts did not yield the desired results. After a year of
recruiting, only two couples volunteered, one of whom did complete the interview
process.
Most of those contact expressed that they were not interested in participating in
this study. They qualified for the study, based on meeting the inclusion criteria, but were
not willing to volunteer. It later became apparent that the term “research” may be
negatively perceived among the African American population. During recruitment
efforts, potential recruits mentioned that they do not participate in research studies for the
following reasons:
•

People conducting the studies are out to harm the African American
community - i.e. Tuskegee Studies

•

Studies do not benefit the African American community

•

Fear that information disclosed will be shared and not kept confidential. This
was not due to a lack of trust in the researcher but in research in general.

Taking these concerns into consideration, the project recruitment materials were
redesigned. In the new recruitment materials, along with the informed consent document,
emphasis was placed on participants benefiting the community by assisting in the
development of a program designed to meet the specified needs of African American
diabetics by sharing their story about their experience with couples support related to
diabetes.
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The new recruitment materials discussed this study as a needs assessment as part
of a program development project designed to benefit the community. This change
appears to have yielded an increase in interest in participating.
Implications for clinicians. The results of this study provide a theory of support
that outlines the support process of African American couples with diabetes. Knowing
the support process provides a guide for where clinicians can intervene to help couples
who are having difficulty navigating the support process relating to diabetes.
Findings of this study may be used to improve service delivery methods employed
in psychoeducation and therapy provided for diabetic couples.
This study looked specifically at the couples’ relationship of African Americans
with diabetes to understand support from their perspective. Fisher (2005) discussed that
gender and ethnicity are important factors to take into account when designing
interventions to work with couples and families dealing with issues relating to diabetes.
These findings also inform program developers to aid in the development of targeted
programs for African Americans with diabetes.
Historically, providers have focused on developing programs that teach diabetics
how to manage glycemic control and have not focused on improving the support delivery
methods utilized by spouses of diabetics. Focus on the relationship appears to have been
overlooked. It is recommended that new relational approaches to treatment for this
population should be explored.
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Significance for The Field Of Marriage And Family Therapy
Martire (2005) discussed the limited discussion of theory used in the development
of research design and intervention materials. This study contributes to the field by
developing a theory of support and utilizing that theory to make program development
and intervention recommendations.
The report of the experiences of those who participated in this study provide an
avenue through which we can facilitate change for better treatment outcomes, specifically
in the areas of medical family therapy and program development.

Recommendations for Research
There are many questions regarding self-care and perceptions of support of diabetics that
can be enriched through qualitative methods. In a qualitative study that was found, by
Olsen and Sutton (1998), the quotes from the diabetic patients made the problem of poor
diabetic support appear real to this author. Quantitative studies present the facts and
figures and qualitative studies appear to add a humanistic component that demonstrate the
severity of the problem through the telling of participant’s experiences. Issues of self-care
are subjective and qualitative research is geared to studying subjective concerns to
explore the participants’ experience. Thus, a synthesis of both types of research can
reveal a more complete picture of diabetes from a relational perspective.
More research is needed in the area of the effect of gender on the development of
couples support for diabetics in the African American community. In the case of couples
in which only the woman has diabetes, how do their male partners respond to the
diagnosis? How do men support their diabetic wives?
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Research is also needed exploring the efficacy of applying MFT theories and
practice in the area of diabetes treatment. Treatment modalities need to be explored and
evaluated with this population to see if they can be effective in increase the necessary
relational support needed by couples faced with chronic illness.

Limitations of Study
Participants were recruited from diabetes education classes, churches, and by
word of mouth in Riverside and San Bernardino Counties. In the area of mental health
treatment for people diagnosed with type I or type II diabetes, it is difficult to ensure that
this population will voluntarily attend sessions. Snoek & Skinner (2002) discussed,
“patients with severe psychosocial problems are not likely to sign up for and attend
educational programs” (p. 266).
Access to a telephone was required for participation in this study. The poor,
transient, and those living in residences without telephone access may not have been able
to participate. Therefore, their experience is not represented.
Although the sample size is adequate in identifying the need for the development
of programs for this population, the findings are not generalizable to the larger population
of African American diabetics.
Another limitation of this study is that the majority of the couples in the study
were made up of a male diabetic and a female non-diabetic. This limited the ability to
adequately explore gender as a factor of support.
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The majority of the participants in this study were college educated. Two of the
participants reported finishing 11th grade and high school. Thus, little is known about the
effect of education on the provision or perception of support.
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Chapter 6
Program Description: Fighting Diabetes 2gether

Traditionally, diabetes classes have focused on educating diabetics and their
families about treatment options, dietary guidelines, exercise, and care of feet, eyes, and
teeth. What has been overlooked is diabetes specific relationship education to assist
couples in navigating the potential challenges brought on by the diagnosis of diabetes.
This program is designed to be incorporated into existing programs as a module to
provide relationship education focused on helping couples adjust to the diagnosis and set
goals through the use of targeted relationship skills and guided conversations.
Prior to designing the Fighting Diabetes 2Gether program, a needs assessment
was conducted to identify the needs of African American couples with diabetes. In the
supporting needs assessment, participants discussed the relational aspects of support, yet
demonstrated that the support process often occurs without conversation specific to the
type of support provided while viewing the diabetes from an individualistic perspective.
As discussed earlier in Chapter 3, the support process involves systemic
calibration. This module is designed to increase couple communication about diabetes
with the goal of creating a deeper relational connection so that couples can manage
diabetes together. This deeper connection helps to create a level of trust and safety within
the relationship where partners can share their needs and challenges brought on by the
diagnosis through the use of empathic understanding.
This program is based on the Relationship Enhancement Therapy (Guerney,
1977) and Socio Emotional Relationship Therapy (SERT) (Knudson Martin &
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Huenergardt, 2010) models, and is an adaptation of the Mastering the Mystery of Love
Relationship Enhancement for Couples (Guemey & Ortwein, 2008), and Ready for Love
programs (Ortwein & Guemey, 2008). The skills used in this program are adapted from
RE (Guemey, 1977; Guemey & Ortwein, 2008, Ortwein & Geumey, 2008) and SERT
(Knudson-Martin & Huenergardt, 2010).

Staffing
This program requires one program facilitator or facilitator couple and one coach
per every two attendee couples. Example: If there are eight couples scheduled to attend,
four coaches will be ideal (Guemey & Ortwein, 2008). Coaches will guide couples as
they learn how to use specialized communication skills for discussing the diabetes from a
relationship perspective. Coaches and facilitators are required to complete a training
certification course where they will leam the specific communication skills and
techniques offered in this program.

Attendees
This program is designed to assist as many couples as possible, provided that
there are trained coaches available to assist the facilitators, based on the one coach per
two couple ratio.

Inclusion Criteria
To participate in this program, potential participants will be required to provide a
referral from their treating physician that indicates date of diagnosis, diagnosis of
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diabetes mellitus indicating type, and most recent HbAic. This information will be used to
determine program eligibility as well as provide data regarding type of diabetes prevalent
among program participants.
To be included, attendees must self identify as African American/Black, be 18
years of age or older, be in a romantic relationship, living with their significant
other/spouse, at least one member diagnosed with diabetes (type I or type II) within the
past year, and be willing to attend classes together. It is recommended that they also be
currently registered for or attending other diabetes education as previously mentioned.

Exclusion Criteria
Those who do not meet inclusion criteria will be excluded from the program.
Specifically, those who do not self identify as African American/Black, are not living
together in a romantic relationship, couples in which neither partner has been diagnosed
with diabetes, and those under the age of 18. Those couples in which a member has been
diagnosed with gestational diabetes will also be excluded due to the qualitative difference
of treatment and duration of illness.

Program Schedule
This program is designed to be held twice per week, 2 weekly sessions for 2 hours
each, for a total of five sessions. It is recommended that classes be offered twice per day
at noon and 6 pm, to accommodate varying participant schedules. The program design
allows for flexibility based on community needs and can also be provided in two 4 hour
sessions or an 8 hour all day session. However, it is recommended that the sessions be
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offered in the bi-weekly format to allow attendees the time to practice each skill between
sessions.

Program Venue
Classes may be held in community centers, health care facilities, churches, or at
any venue that can accommodate the number of staff and attendees that are registered for
each session.

Tools and Equipment
This program requires movable chairs for attendees, clipboards or tables for
attendees to be able to take notes, pens or pencils, and copies of program outline
handouts. If the venue is large, it is suggested that a microphone be used so that attendees
can hear the instructions provided by the facilitator(s).

Mission
The mission of Fighting Diabetes 2gether is to strengthen couples relationships
by equipping partners with enhanced communication skills so that they manage diabetes
together.

Vision
Our vision is for African American couples to manage diabetes together with a
deeper relationship connection through the use of focused communication skills.
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Program Goals and Objectives
Overview. At times, people communicate by using passive listening (listening
for key words or phrases) and responding from their own perspective. In this program,
attendees will learn new skills for communicating about diabetes and for facing
challenges as a couple united against diabetes in their relationship.
Goals.
1.

Shift illness focus from individual to couple by moving focus from ‘I’ ,
‘he’, or ‘she’, to ‘we’.

2.

Strengthen couple communication around support as it relates to diabetes
self-care.

3.

Increase trust and vulnerability within the couple relationship to create a
safe place for partners to share their fears, needs, and desires with each
other regarding diabetes.

4.

Increase frequency of supportive expressions.

5.

Improve quality of supportive behaviors, self-efficacy and self-care
behaviors.

Objectives.
Facilitators will:
>

Instruct participants on the 8 diabetes-specific communication skills

>

Use class exercises, demonstrations, and coaching to reinforce the skills

>

Encourage participants to practice the skills at home, and journal about
their experience
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>

Present a maintenance plan for sustaining the new communication style in
everyday life.

Attendees will:
>

Learn 8 diabetes-specific communication skills in an interactive hands on
learning environment.

>

Demonstrate use of the skills while engaging in in-class conversations
about diabetes with their partners.

>

Practice the skills at home as a couple and journal about their experience
of using the skills

Program Implementation Plan
Participant Identification Process. Potential attendees will be referred from
local medical offices, education programs, health fairs, churches, and other community
based health care programs. Potential attendees may also self refer, as no referral
documentation will be required.
To enroll in the program, potential attendees will be required to pre-register via
telephone. During this call, potential attendees will be screened to identify those who
meet inclusion criteria. Those who are deemed eligible will be provided with date, time,
and location of the classes and have the opportunity to select the class that best fits their
schedule. Those who are not eligible will be referred to other community based programs
that are available.
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Program Outline
Session 1- Partner attunement & showing understanding. The focus of this
session is to introduce the program and teach the first skill of Partner Attunement (SERT)
and Showing Understanding (RE). In this session, attendees will learn how to connect
with their partner to gain a deeper understanding of the challenges that they are facing as
a result of receiving the diagnosis of diabetes. They will also learn how to convey this
understanding to their partner using empathy. Partners will learn how to share with their
partner, letting them know when they feel understood.
Partner attunement is the process of becoming two working as one, on the same
page. This is vital for the treatment of diabetes, where there are a number of aspects of
the illness to manage. Similar to tuning a musical instrument for an orchestra, these skills
are used to bring partners to a unified understanding about each other’s needs and desires
relating specifically to diabetes.
This session is designed to introduce these specific skills, which form a
foundation of the skills to be presented in subsequent sessions. Each skill builds on the
first, and will be repeated in each session to develop an understanding of the complete
communication process of this model.
Session objectives.
Attendees will:
1.

Explore the messages about illness and diabetes that they have received
and begin to see how these messages influence how partners interact with
each other
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2.

Learn Partner Attunement (SERT) and Showing Understanding (RE)
skills

3.

Practice using the skills within a coached setting

Once attendees arrive, they will be signed in and receive handouts and session
materials. They will be asked to complete the pre-test questionnaire and return it to the
assistant before the session begins.
Curriculum (1 hour and 40 minutes). Note: Times listed are suggested times
limits for presentation in class.
>

Introduction of facilitator and coaches (5 minutes)

>

Ice breaker exercise - introduction of attendees (10 minutes)

>

Presentation of Program and Session Objectives (5 minutes)

>

Facilitator asks attendees to share what they have heard about diabetes.
(10 minutes)

>

Facilitator shares about illness discourse and how program is designed to
challenge the societal messages about diabetes while strengthening the
couple relationship to create a safe place for mutual support and shared
understanding. Examples of illness discourse include believing that the
diagnosis will lead to death; feeling that you are or will be a burden on the
family; believing your spouse will lose his or her vision. (15 minutes)
o

Facilitator talks about the messages that we hear about chronic
illness and how this program is designed to help the couple created
joint plan for facing the challenges brought about as a result of
diabetes
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>

Break (10 minutes)

>

Introduction of Partner Attunement and Showing Understanding skills.
Facilitator introduces skills and discusses the steps involved. (5 minutes)
Facilitator asks for individual volunteer. Facilitator asks volunteer to share
a childhood memory and demonstrates skill using empathy while retelling
the story, inserting the feelings and emotions not verbally expressed, but
experienced by the volunteer (Guemey & Ortwein, 2008). Volunteer
shares the experience of receiving understanding with the group. (10
minutes)

>

Couples are asked to sit facing each other and have a guided conversation
about the illness discourses - messages that they received about diabetes
from friends, family, and the community about diabetes. While having this
conversation, couples are asked to use the new skills of Partner
Attunement and Showing Understanding as coaches observe and provide
feedback on their use of the skills. (15 minutes)

>

Attendees are asked to share their experience of using the skills with the
group. (10 minutes)

>

Facilitator encourages attendees to practice skills between sessions and to
journal their experience along with any questions they may have about the
skills. (5 minutes)
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Session 2 - Expression & Sharing (RE) - Facilitating Relational Safety with
Vulnerability (SERT). Diabetes is an illness that requires frequent attention and
management. At times, diabetics have difficulty maintaining their medication regimens,
following recommended dietary guidelines, and getting enough exercise. This could lead
to additional health related challenges. At times, diabetics choose not to share their
shortcomings with their partners for fear of their response. This session is designed to
encourage expression of one’s feelings, fears, and concerns by creating a safe place
within the couple relationship where these things can be shared.
Session objectives.
Attendees will:
1.

Learn how to express needs/wants from a non-judgmental position

2.

Learn how to listen in the moment focusing on the experience of their
partner

3.

Learn how to reflect what their partner shared using empathy and
understanding

Curriculum (2 hours)
>

Facilitator reviews the skills taught in the previous session and asks if
there are any questions that came up since the last session (10 minutes)

>

Facilitator introduces Expression & Sharing Skills, integrating
vulnerability from SERT (2010) model, and demonstrates reflection
technique in a conversation about diabetes with a co-facilitator or
volunteer. (10 minutes)
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>

Couples are asked to sit across from each other and are coached through a
guided conversation using Expression, Sharing skills (RE), and reflection
technique integrating skills taught in previous session (20 minutes)

>

Attendees are asked to share about their experience of using the skills. (15
minutes)

>

Break (10 minutes)

>

Facilitator discusses Relational Safety (5 minutes)

>

Couples are seated across from each other and coached through listening
and sharing skills while specifically discussing diabetes. In this exercise,
the partners are asked to demonstrate Facilitating Relational Safety
(SERT) and Vulnerability (SERT) while maintaining the focus of the
conversation on diabetes (20 minutes - 10 minutes per person).

>

Couples are asked to share about their experience with the group,
highlighting areas of relational safety and vulnerability. Couples are not
asked to be vulnerable with the group, but rather share with the group
what it was like being vulnerable with their partner. (15 minutes)
Wrap-up (15 minutes)
o

Review skills learned

o

Ask attendees to share about their experience of learning the new
skills

o

Encourage attendees to practice new skills between class sessions
and to journal their experience of using the skills along with any
questions they may have
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Session 3- shared responsibility & problem solving. Couples sometimes speak
about the illness of a partner in individual terms, using words like T, ‘she’, or ‘he’.
These words promote an individual view of the illness rather than a shared couple
perspective. In this session, attendees will learn how to shift their focus of the illness as
belonging to an individual to being a part of the couple relationship, to facilitate the
couple working together to face the challenges of diabetes.
Problem solving skills are also introduced in this session to provide couples with
a method for discussing challenges that arise, without negatively affecting the
relationship.
Session Objectives.
Couples will:
1.

Identify desired changes relating to diabetes

2.

Experience using the Shared Responsibility (SERT) and Problem Solving
(RE) skills

Curriculum (1 hour 35 minutes)
>

Facilitator reviews skills taught in previous sessions and asks if there are
any questions that came up since the last session. (5 minutes)

>

Check in - Attendees share their experience of practicing skills during the
time between sessions, highlighting differences in communication with
their partner they have noticed. (10 minutes)

>

Facilitator introduces Shared Responsibility (SERT) skill and focus on
couples sharing responsibility for the diabetes (5 minutes)
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>

Attendees are asked to pair up with their partner and are lead through a
guided conversation about self-care & support goals (20 minutes)

>

Attendees are asked to share about their experience in the coached
conversation (10 minutes)

>

Break (10 minutes)

>

Facilitator introduces Problem Solving skill (RE). (5 minutes)

>

Attendees participate in a problem solving skills game as a group (10
minutes)

>

Attendees are paired with their partner and asked to discuss a diabetes
regimen related challenge that they have faced in their relationship. They
are coached through the conversation while using the skills. (15 minutes)

>

Attendees share their experience of using the skills with the group (10
minutes)

>

Facilitator reviews skills taught and encourages attendees to use the new
skills between sessions and to journal their experience along with any
questions they may have. (5 minutes)

Session 4- Self-Change & Helping Others to Change (RE). Drawing from the
self-efficacy literature, this component is designed to increase couple’s belief that they
can manage diabetes while working together to achieve their personalized goals. It is not
spouses’ responsibility to change their partners, but to help them reach the self-care goals
that the couple has set together.
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An example of the Helping Others to Change skill (RE) is: Couple sets the goal
of removing pasta from their diet to improve overall health as a couple. They both enjoy
eating lasagna and find this change difficult. To help each other change, one partner
might search for a recipe for non-pasta lasagna or the primary cook might experiment
with other flavorful recipes without pasta with the focus on helping their partner to
achieve the goal that they set together.
Session Objectives.
Attendees will learn:
1.

Change is possible

2.

How to change their own behavior

3.

How to support the changes in their partner

Curriculum (2 hours.).
>

Facilitator reviews previous skills taught and asks if there are any
questions that came up since the last session. (5 minutes)

>

Attendees are encouraged to share their experience of practicing the skills
at home with the group. (10 minutes)

>

Facilitator teaches Self-Change skill (RE) which is implementing a change
that the couple has decided to make together. (5 minutes)

>

Facilitator will introduce Helping Other’s To Change skill (RE). (5
minutes)

>

Couples are asked to sit with their partner and engage in a dialogue about
setting goals. Couples will be encouraged to set one goal related to
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diabetes management and develop a plan for the support of the goal using
both skills presented in this session. (10 minutes)
>

Couples will then be asked to share the goal with the group along with
their support plan. (5 minutes each)

>

Break (10 minutes) Break should occur after l hour of class time. If there
are any couples who have not presented, they can present after the break.

>

Helpful versus Not Helpful group exercise with discussion (25 minutes)

>

Facilitator will wrap-up session, review skills, and encourage attendees to
practice the skills between sessions and to journal their experience along
with any questions they may have. (5 minutes)

Session 5- Maintenance. Change can be great, as long as the change is
sustainable. This session is designed to reinforce the skills taught and present a plan for
skill maintenance.
Session Objectives.
Attendees will:
1.

Learn tips for maintaining new skills while at home

Curriculum (2 hours).
>

Facilitator will review skills from previous sessions and ask if anyone
wants to share about their experiences since the last session. (5 minutes)

>

Facilitator will present tips for maintenance of skills learned during the 5
session course. (5 minutes)
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>

Attendee couples will participate in an exercise similar to a pop quiz
where the facilitator will present a scenario and ask how the couple would
discuss it using the skills of the program. (15 minutes)

>

Facilitator will ask for volunteer couples to present each skill through a
discussion about medication management. Couples will be given 5
minutes to prepare and 5 minutes to present the 8 skills. Facilitator will
allow for feedback from the group after each presentation. (1 hour) If
there aren’t 8 couples in the class, couples can present a scenario that uses
more than one of the skills.

>

Break (10 minutes) - Break will be offered 1/2 way between the
presentations after 1 hour of class time has passed.

>

Attendees are encouraged to share their experience of the class sessions,
along with sharing how this information has impacted their
communication about diabetes. (15 minutes)

>

Facilitator will conduct a session wrap-up which includes review of skills
and contact information for coaches for follow-up support. (10 minutes)

>

Attendees will be given time to complete the class post-test and be
instructed to hand it in to the assistant as they exit.

>

Attendees will be presented with a Certificate of Completion,
acknowledging that they have completed this skills training course.
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Program Evaluation Plan
There are many parts of this program that will be evaluated. The areas to be
evaluated include program performance, coach conduct, and overall program
effectiveness.
Program performance will be evaluated by monitoring program attendance and
attendee participation. Participants will be required to sign in and sign out of each
session. Facilitator and coaches will visually monitor attendee participation by informal
observation. Facilitators and coaches will meet for approximately 5 minutes following
each session to debrief on their perception of participation and to discuss any potential
program adjustments that need to be made. Upon completion of the program, facilitators
and coaches will meet for a formal meeting to discuss their evaluation of the program and
discuss potential changes that are recommended prior to offering the program again.
To evaluate coaching effectiveness, participants will be asked to complete a
Coach Evaluation Form, evaluating the performance of each of the coaches that assisted
them during the program, (Appendix M). The information provided on these forms will
be used to evaluate the coaches on interaction with participants, provision of instruction,
and overall professional attitude.
The overall program effectiveness will be evaluated using a four step process, as
outlined below.
Step 1. A pre-test will be administered at the sign up/registration of attendees at
the beginning of session one (Appendixes N & O).
The pre-test will consist of 12 Likert-type Scale questions to evaluate attendees’
knowledge and skills surrounding the topic of relationship communication and diabetes.
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Step 2. A post-test will be administered at the end of the last session (Appendixes
N & O). The post-test will have the same questions as the pre-test to gather comparative
data to be used to evaluate the effectiveness of the program meeting the specified
program goals. Individuals who do not continue through to the last session will be mailed
an evaluation form, instructions, and a self addressed stamped envelope for them to
return the completed form.
Step 3. The purpose of this step in the evaluation process is to assess skills
retention along with the effect that the skills have had on the couple’s ability to navigate
diabetes. A follow-up evaluation will be mailed to each participant 6-months following
the last session that they attended the program. The packet will include instructions and a
self-addressed stamped envelope for them to return the form. For those who provided an
email address during the initial registration process, they will also receive an emailed
copy that may be completed online for added convenience. The survey may also be
conducted via telephone.
Step 4. The purpose of this step is to assess the level of skills retention one year
after last session attended. Attendees who did not complete the program will also receive
an evaluation so that comparative data can be collected and evaluated.
A follow-up evaluation will be mailed to each participant one year following the
last session that they attended the program. The packet will include instructions and a
self-addressed stamped envelope for them to return the form. For those who provided an
email address and/or telephone number during the initial registration process, they will
also receive an emailed copy that may be completed online or via telephone for added
convenience.

110

Program Conclusion
This program was designed based on needs identified by African American
couples with diabetes. It is unclear if other populations have similar needs. Some of the
skills have been used to assist couples in general communication (Guemey & Ortwein,
2008; Knudson-Martin & Huenergardt, 2010), and as such, this program might assist
diabetic couples in communicating about challenges beyond diabetes.

Ill

Project Summary
As previously discussed, few MFT models have been applied in the area of
diabetes treatment. These applications have generally focused on encouraging diabetics
to improve self-care and glycemic control. The researcher believes that there are more
areas of diabetes treatment in which MFTs can effect change, such as increasing
appropriate relational support in the area of chronic illness. It is recommended that
treatment programs focus on bringing partners into the awareness of the diabetic’s
experience. This can be utilized as a first step in the overall treatment process. As
diabetes has become the primary focus of healthcare in the United States and around the
world, it also needs to become the focus of research in the field of Marriage and Family
Therapy. In developing treatment methods for working with medical conditions like
diabetes, MFTs can contribute a unique systemic perspective (Campbell, 2002). There is
much that marriage and family therapists can offer in this area.
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APPENDIX A
In Person/Phone Screening Tool

Thank you for volunteering for this project. Please complete this questionnaire to help
determine if you are eligible to participate in the interview process. Your responses
will be kept confidential.
1.

Name:

2.

Date of Birth:

3.

Place of Birth:

4.

Ethnicity:

5.

What city and state do you live in?

6.

Are you presently married and living with your spouse? (If yes, skip question
7-)

a. O Yes

Q No

b. If yes, how long have you been married?
7.

If not married, are you presently in a relationship and living with your
partner?
a. O Yes

O No

b. If yes, how long have you been living together?
8.

Have you been diagnosed with diabetes?
a. □ Yes

□ No

b. If yes, when? _______________________________________________
c. What type? O Type I

Q Type II
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O Gestational

O Don’t know

d. What was your most recent HbAic result?
9.

I I Don’t know.

Has your spouse/partner been diagnosed with diabetes?
a. O Yes

[[] No

b. If yes, when? _______________________________________________
c. What type? O Type I

O Type II

Q Gestational

d. What was his/her most recent HbAic result?
10.

O Don’t know
I I Don’t know.

Would he/she be willing to participate in this study?
a. O Yes

O No

11.

If yes, what is your partner’s name?

12.

Is your partner available to answer a few questions right now?
a. O Yes

O No

b. If no, please complete the Contact Form (Appendix B)
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Appendix B
Contact Form
1.

Your Name:

2.

Name of Person to be contacted:

3.

Phone Number: (___)

4.

Best days and times to call:

5.

Relationship: □ Spouse

□ am □ pm

I I Boyfriend/Girlfriend
I I Other (Please specify
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□ am □ pm

Appendix C
Interview Script
Begin by thanking him/her for his/her willingness to participate in this project.
Briefly remind them of the highlights of the informed consent and gain their verbal
consent. Ask the questions on the demographic questionnaire. Begin the interview
process.
Part I - Definition of Support
1.

A term that is often used when talking about diabetes is support. Thinking
about your current couple relationship, and diabetes, how do you define
support?

2.

How do you convey support to your spouse? Or how does your spouse convey
support to you?

Part II - Enactment of Support (As helping)
1.

Patient: How often do you discuss diabetes with your spouse?
Spouse: Same

2.

Patient: What does your spouse say or do to help you manage diabetes?
Spouse: What do you say or do to help your spouse manage diabetes?

3.

Patient: What have you found to be helpful? Not helpful?
Spouse: (Same)

4.

Patient: What could your spouse do or say in the future that would be most
helpful?
(What could your spouse do differently?)
Spouse: What could you do or say in the future that would be most helpful?
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(What could you do or say differently?)
5.

Patient: How do you respond to your spouse’s attempts to help?
Spouse: How does your spouse respond to your attempts to help?

6.

Patient: Do you feel you’re working as a couple to manage the diabetes? If so,
in what ways? If not, why not?
Spouse (Same)

Part III - Perceptions of Support
Ask the diabetic
1.

What do you think is supportive?
a. How do you expect your spouse/partner to express support to you?

2.

What do you think your spouse/partner thinks is supportive?
a. What does your spouse/partner do to show you support?
b. Do you receive this as supportive?
c. What do you think your spouse expects of you, relating to your diabetes,
as a result of his/her providing you with support?

3.

If I asked your spouse/partner what you think is supportive, what would
he/she say?

Ask the non-diabetic
4.

How do you think your spouse expects you to convey support to him/her?

5.

What do you do to show support to your partner?

6.

Does your partner think this is supportive?

7.

Does your partner think that you think you are being supportive when you try
to show support?
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**

If both individuals are diabetic, both sets of questions will be asked.
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APPENDIX D
INFORMED CONSENT

LOMA LINDA UNIVERSITY
School of Science and Technology

INFORMED CONSENT
Describing Support: Qualitative Study of African American Couples with Diabetes
Purpose and Procedures
Diabetics face many challenges as they try to manage their illness. You are invited to help us
design programs that help African American couples deal with diabetes. This project is in partial
fulfillment of a doctoral program by Zanetta van Putten. Our aim is to build a collection of
stories that will help us better understand what couples with diabetes face and how partners
support each other in managing this disease. We expect to interview approximately 25 couples.
Each spouse or partner will be interviewed separately. Because stronger health programs are
needed in the African American community, the information collected from these interviews will
be used in multiple ways to create relevant health improvement programs.
Your participation will involve an interview lasting approximately 30 minutes. The interview
will take the form of a guided conversation about diabetes related support received from or
provided to your spouse/partner. The purpose of the interview is to learn through your
experience. No assessment regarding the quality of your relationship will be made and no advice
or suggestions will be offered. The interviews will be voice-recorded. As you have been advised,
we will also be interviewing your partner. Your interview will be linked to your
spouse’s/partner’s interview to gain a clearer understanding of support within the couple
relationship.
Risks
The risks to you are the possibility that some issues may be raised that make you uncomfortable
or that you do not want to discuss. In the event that this should occur, you may decline to answer
a specific question or stop the interview. If you wish, you may also speak to the faculty advisor
on this project, Douglas Huenergardt, PhD. at (909) 558-4547.
Benefits
While participation in this project may be of no direct personal benefit to you, the potential
benefit to society is great. What we learn from you will help diabetes educators develop
programs to address the specific support needs of diabetics and their spouses/partners.
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Participants Rights
Your participation in this project is completely voluntary. You are free to choose what
information you reveal. You may decline to answer a question, stop the tape-recorder, or
terminate the interview at any time. Stopping the interview will in no way affect any diabetes
education/ treatment that you are currently receiving (if applicable).
Confidentiality
All personal information revealed in the interview will be held in strict confidence. Your
responses will not be shared with your partner. Your names will be deleted from the
transcriptions of the tapes. Your contact information will be stored in a different location from
the recordings and transcripts throughout this project and will only be used in the event that we
need to contact you for clarification of responses regarding your interview. After transcription,
the audio files will be stored on a CD that will be stored in a locked file with the printed
transcripts. In our analysis of the interviews, you will be known only by a number or
pseudonym. To maintain your confidentiality, all identifying material will be purged when
disseminating the project results.
Costs
There is no cost to you for participating in the project.
Reimbursement
You will not be paid for participating in this project. Upon completion of the interviews of both
spouses, the couple will be given a small gift as a token of appreciation for participation in this
project.
Impartial Third Party Contact
If you wish to contact an impartial third party not associated with this project regarding any
question or complaint you may have, you may contact the Office of Patient Relations, Loma
Linda Medical Center, Loma Linda. CA 92354, phone (909)558-4647 for information and
assistance.
Informed Consent Statement
I have read the contents of the consent form and have listened to the verbal explanation given by
investigator. My questions have been answered to my satisfaction. I hereby give voluntary'
consent to participate in this project Signing this consent document does not waive my rights nor
does it release the investigators, institution or sponsors from their responsibilities. I may call
Douglas Huenergardt, PhD, at (909) 558-4547 if I have additional questions or concerns.
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□
□

By checking this box, I am indicating that I am willing to be contacted for additional
questions regarding this project after my initial interview up to one year from the date
this consent form is signed. I acknowledge that if contacted, I may be asked additional
interview questions for clarification purposes.
By checking this box, l am indicating that I am willing to be contacted for future projects
regarding support and diabetes conducted by the same program developer.
Participant Name:
Phone Number:
Address:

Email Address:
In the event that you have moved or your telephone number has changed, is there someone
whom you feel comfortable with us contacting to get your new contact information? We will
only contact the person(s) listed below if we need to contact you for clarification of interview
responses. No personal information regarding this project will be shared with the person(s)
listed.
Name:
Phone Number:
Address:

I have read and understand the information provided on this form. I agree to participate in this
project. I have been given a copy of this consent form.

Signature of Participant

Date

Initials
Date
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APPENDIX E
Demographic Questionnaire

For Office Use
Couple #_____________

□ m Df Dd Dnd

1.

Marital Status: O Single (never married)
I I Divorced

Q Married

O Widowed Q Living with unmarried partner

2.

Sexual Orientation:

3.

Date of Birth:

4.

Highest level of education completed:

5.

Occupation:

6.

Individual income:

7.

Household income:

8.

Have you been diagnosed with diabetes?

9.

If yes, what type? O Type I

10.

When Diagnosed:_____________________________

11.

Has your spouse/partner been diagnosed with diabetes?

12.

If yes, what type? O Type I

13.

When Diagnosed:_________________________________

14.

Would he/she be willing to participate in this study?

Heterosexual

I [Homosexual

__

a. □ Yes
15.

Q Separated

Children: Q Yes

O Type II

O Type II

I I Yes O No
O Gestational

O Gestational

□ No
I I No

Number of Children
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Q Don’t know

□ Yes □ No
□ Don’t know

Age and gender of each child

16.

Have any of your children been diagnosed with diabetes? I I Yes

I I No

a. Number of children diagnosed with diabetes _________
17.

If yes, what type? O Type I

□ Type II

18.

At what age was/were she/he/they diagnosed?
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HH Gestational

□ Don’t know

Appendix F
Recruitment Script
Good moming/Good afternoon/Good evening. My name is Zanetta van Putten,
and I am a graduate student at Loma Linda University in the Counseling and Family
Sciences Department working on completing the requirements for a Doctorate in Marital
& Family Therapy. I am here today to ask for your help in completing my doctoral
project.
Diabetes is prevalent within the African American community. It has been found
that support related to diabetes is helpful for those who are facing challenges related to
this illness. I am here to ask you to help me design programs for African Americans
challenged by this illness. I am conducting interviews of African American/Black couples
in which at least one person has been diagnosed with diabetes. The purpose of this project
is to collect stories about support so that we can develop programs specifically for
African American couples to improve diabetes treatment outcomes. If you are African
American/Black, in a cohabitating couple relationship and you and/or your spouse have
been diagnosed with diabetes, I invite you to join in this project. This will involve both
you and your spouse each participating in an individual 30 minute telephone interview
where you will be asked questions about support as it relates to diabetes.
All couples who complete the interview process will receive a small gift as a
token of appreciation for their participation. To volunteer, please see me [state specified
location] or call (909) 424-2400 for more information. You will be asked to complete a
brief survey to determine if you qualify to participate in this project. All information
provided will be confidential and you are free to withdraw from this project at any time.
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Thank you for your willingness to make a difference.
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Have you or your spouse
been diagnosed with
diabetes?
If YES, then your help is needed.
Who: African American/Black couples in
which one or both members are diabetic
What: A confidential 30 minute
telephone interview about diabetes support
When:The interview will be scheduled at
your convenience.
Why: To develop programs to improve
the health of African Americans/Blacks
coping with this disease.
Each couple who completes the interview
process will receive a gift in appreciation
for your participation.

To participate, please call:

(909) 424-2400
Thank you for your
willingness to make a difference.
A Doctoral Project Approved hy Lomu Linda University Department ofCounseling and Family Sciences
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I

1

Have you or your spouse been
diagnosed with diabetes?

*

If YES, then your help is needed.
African American/Black couples in which one or both
members are diabetic

iji

whfUti
V

A confidential 30 minute telephone interview about
diabetes support

When: The interview will be scheduled at your convenience.
Why%

To develop programs to improve the health of African
Americans/Blacks coping with this disease.

Each couple who completes the interview process will receive a gift
in appreciation for your participation.
1

1

1
I HRil'

To participate, please call:
(909) 424-2400.

Thank you for your
willingness to make a difference*
A Doctoral Project Approved by Lomu Linda University Department of( ounseling and Family Sciences
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in

Have you or your spouse
been diagnosed with
diabetes?

:■

If YES, then your help is needed.
Who?
IS^

African American/Black couples in which one or both members
are diabetic

What: A confidential 30 minute telephone interview about diabetes
support
i
Whan: The interview will be scheduled at your convenience.
Why:

To develop programs to improve the health of African
Americans/Blacks coping with this
disease

Each couple who completes the interview process
will receive a gift in appreciation for your
participation.

To participate, please call:
(909) 424-2400.

r,
■

it'

Thank yon for your
willingness to make a difference.
A Doctoral Project Approved by Loma Linda University Department of C ounseling and Family Sciences
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Have you or your
spouse been diagnosed
with diabetes?
If YES, then your help is needed.
WhQZ

African American/Black couples in which one or both members
are diabetic
Whitt? A confidential 30 minute telephone interview about diabetes
support
it
Whttt? The interview will be scheduled at your convenience.
Why?

r

To develop programs to improve the health of African
Americans/Blacks coping with this disease.

Each couple who completes the interview process will receive a gift in
appreciation for your participation.
<

To participate, please call:
(909) 424-2400.

m

Thank you for
your willingness to
make a difference*

A Doctoral Project Approved by Loma Linda University Department of Counseling and Family Sciences
gtfN
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Appendix K
Recruitment Bulletin/Program Announcements
Announcement 1:

We invite you and your spouse to assist us in designing programs

to help African American/Black couples deal with diabetes by sharing your experience
with us in the form of a confidential 30 minute telephone interview. If you are African
American/Black, and you or your spouse have been diagnosed with diabetes, you may be
able to participate in this project and help African Americans facing the challenges of this
disease. All couples who complete the interview process will receive a thank you gift. For
more information and to participate, please call (909) 424-2400. Thank you for your
willingness to make a difference.
A Doctoral Project Approved by Loma Linda University Department of Counseling and
Family Sciences

Announcement 2:

DIABETES!! Have you or your spouse been diagnosed with

diabetes? If yes, we invite you and your spouse to help us design programs that help
African American/Black couples to cope with diabetes by sharing your experience with
us in the form of a strictly confidential 30-minute telephone interview. All couples who
complete the interview process will receive a gift. For more information and to
participate, please call (909) 424-2400. Thank you for your willingness to make a
difference.
A Doctoral Project Approved by Loma Linda University Department of Counseling and
Family Sciences
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Appendix L
Outgoing Voicemail Message
Hello and thank you for contacting us regarding the Diabetes Couple’s Support Project.
We are looking for African-American/Black couples in which at least one person has
been diagnosed with diabetes to assist us in designing programs to help African
Americans who are coping with this disease. Participation includes a confidential 30minute telephone interview. All couples who complete the interview process will receive
a gift as a token of appreciation for their participation. If you and your spouse want to
participate, please leave a message with your name, telephone number, and the best time
to reach you, and an interviewer will contact you. Thank you for willingness to make a
difference.
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Appendix M
Coach Evaluation Form
For Office Use
Couple #_____________

□ m Df Dd Dnd

Name of Coach:

(Z1

*Please respond based on your experience with the
coach that assisted you. If you had multiple coaches,
please fill out an evaluation for each coach.

1.

at

£

£
s-

Z

CC

E

o

=
QJ
O

£

g

>

<

1

2

3

4

5

2.

The coach presented skills in a manner that was easy to
understand.
I enjoyed the experience with the coach.

l

2

3

4

5

3.

The coach listened to my point of view.

1

2

3

4

5

4.

The coach was courteous and understanding.

1

2

3

4

5

5.

The coach added to my understanding of the material.

1

2

3

4

5

6.

The coach interacted with my partner and I in a
professional manner
Comments:

1

2

3

4

5

7.
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Appendix N
Pre/Posttest (New Diabetic)
For Office Use
Couple #_____________

□ m Df Dd Dnd

Recently Diagnosed Diabetic
ZJ

E
-

ZJ

ZJ

i-

ZJ

1.

I feel comfortable talking to my partner about
diabetes.
When I forget to test myself, I let my partner know.

es

c

o

O

G0

£ZJ

X

03

>

<

E

O

i

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

5.

My partner knows what I need from him/her for my
diabetes.
When I share about my diabetes, I feel understood by
my partner.
I rely on my partner to manage my diabetes for me.

1

2

3

4

5

6.

I feel confident that I can fight diabetes.

l

2

3

4

5

7.

As a couple, we have set goals for managing diabetes.

1

2

3

4

5

8.

I am afraid to face diabetic challenges alone.

1

2

3

4

5

9.

My partner is willing to help me manage my diabetes.

1

2

3

4

5

10. I view diabetes as MY illness and not my partner’s.

1

2

3

4

5

11. I ask my partner what he/she needs from me relating
to my diabetes.
12. When my partner and I talk about diabetes, I feel as
though it is our illness.
13. I think my partner thinks we can fight this illness
together.
14. I feel that my partner and I are on the same page when
it comes to diabetes.

l

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

2.
3.
4.
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LOMA LINDA, CALIFORNIA
Appendix O
Pre/Posttest
For Office Use
Couple #_____________

□ m Df Dd Dnd
Non Diabetic or Diabetic Spouse/Partner of
Recently Diagnosed Diabetic

0)

-

C/5

CA

>

<

£

o

1.
2.
3.
4.

5.
6.
7.

8.
9.
10.
11.
12.
13.
14.

I feel confident that my partner can manage his/her
diabetes.
I share responsibility for the diabetes with my
partner.
1 am concerned about my partner’s diabetes
1 view diabetes as something my spouse should
manage alone.
I am able to share my wants/needs about the diabetes
with my partner
I know what my partner expects from me relating to
his/her diabetes
As a couple, we have set goals for managing
diabetes.
I am afraid of how diabetes is going to affect us.
I look to my partner for cues on how to provide
support.
My partner and I share responsibility for the
challenges that we face in our relationship.
My partner and 1 attend diabetes education classes
together.
I ask my partner what he/she needs from me relating
to diabetes.
I think that my partner thinks I support them when it
comes to diabetes care.
I feel that my partner and I are on the same page
when it comes to diabetes.
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1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

APPENDIX P
Institutional Review Board Approval Form

INSTITUTIONAL REVIEW BOARD
Initial Approval Notice - Expedited Review

IRB# 5100034

OFFICE OF SPONSORED RESEARCH •W88 Anderson Street' Lorn bnda, CA 92350
(909) 558-4031 (vote) * (909)558-0)31 ffmj

To:

Huenergardt, Douglas

Department:

Counseling & Family Sciences

Protocol:

Describing support: qualitative study of African American couples with diabetes

This study was review and approved administratively on behalf of the IRB. This decision includes the
following determinations;
Risk to research subjects:
Approval period begins
Stipulations ol approval:

Minimal
01-Mar-2010 and ends 28-Feb-2Q11

Consent Form
Unless IRB has given a specific waiver of informed consent {as documented in the approval stipulations
above) the IRB-approved and stamped consent form accompanies this letter. This now becomes the official
master consent form for making copies to provide to study participants.

Adverse Events / Protocol Changes
The IRB should be notified in writing of any modifications to the approved research protocol. Adverse
effects must be reported to the IRB in accordance with institutional policy. If sponsor or contractual adverse
event reporting requirements differ from requirements for reporting to IRB. all reporting requirements must
still be met.

Protocol Review
Your protocol is tentatively scheduled for review and renewal at least two weeks prior to the approval enddate indicated above. To assure uninterrupted approval of this project, you will be sent a report form to
request renewal by completing and timely returning, to Office of Sponsored Research. Anticipate the
approval expiration so your study does not lapse; contact IRB for assistance if necessary. In addition to
reporting the requested renewal status information, you may also use the form to close the study at that
time, if applicable.

Records
All records relating to this project, including signed consent forms, must be kept on file for three years
following completion of the study Please note the Pi’s name and the IRB number assigned to this IRB
protocol (as indicated above) on any future communications with the IRB. Direct ail
communications to the IRB c/o the Office of Sponsored Research. Thank you for your cooperation in
LLU's shared responsibility for the ethical use of human subjects in research.

Signature of IRB Chair/Designee:
loma Linda University Adventist Hearth Sciences Center holds Federalwide Assurance (FWAi No, 844? with the U.S. Office for Human Research Protections, and
the IRB registration no. « IORG226. This Assurance applies to the following institutions: Lama Linda University. Loma Linda University Medical Cenler (including
Loma Onda University Children's Hospital. UU Community Medical Center), Loma Unda University Behavioral Medicine, and affiliated medical practices groups.
IRB Chair:
IRB Administrator:
IRB Specialist:
Rhodes L Rigsby. M O.
Unda G Halstead, M.A., Director
Marts Testerman
Department ot Medicine
Office of Sponsored Research
Office ot Sponsored Research
Ext 43570, Fax 80131, thatstead@ilu.edu
(909) 558-2341. rrigsbytiipllu.adu
Ext 43042, Fax 80131, mtesterman<§>liu. edu
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